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Introduction to the Portfolio
This portfolio is comprised of three dossiers; Academic, Clinical and Research, and contains 
a selection of the work conducted throughout the completion of the Doctorate of Clinical 
Psychology (DCIinPsych).
The work presented in this portfolio represents a wide range of client groups, mental health 
issues and therapeutic models which were considered throughout the course. Within each 
dossier work is presented in the order completed to allow the reader to observe the 
development of skills and knowledge throughout training.
Please note all client names and identifying details have been anonymised in order to 
maintain client confidentiality and protect client anonymity.
Copyright Statement
No aspect of this portfolio may be reproduced in any form without the written permission 
of the author, with the exception of the University of Surrey who may reproduce the 
portfolio and lend copies to those institutions or persons who require them for academic 
purposes.
© Stephanie Fitzgerald.
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3. Edition 20 (5) of The Psychologist had a picture on its front cover of
DSM IV burning.
What issues might this raise for service users, psychiatrists, clinical
psychologists and you?
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3. Edition 20 (5) of The Psychologist had a picture on its fron t cover o f DSM IV burning. 
What issues might this raise for service users, psychiatrists, clinical psychologists and
you?
I have chosen to answer this essay question as I thought it would be a good opportunity to 
consider issues regarding this image that I had previously been unaware of. I can clearly 
remember my reaction, or lack thereof, when this edition came through my letter box. At 
this time, May 2007,1 had little to do with the DSM IV, or so I thought, and The Psychologist 
was something I never quite found time to read. I remember picking this edition up from 
the door mat, glancing at the front cover, feeling a jo lt o f surprise, followed by a wry smile 
at The Psychologist being "controversial" again and adding it to the pile o f things to get 
round to reading one day.
This initial lack of reaction goes a long way to explain why I was so drawn to this essay title. 
18 months ago it never occurred to me to consider the effects of this image on other 
professions or indeed to focus on the wider issues of diagnosis. When I dug out this edition 
o f The Psychologist, I was also struck by just how different my reaction was and how it is 
changing on an almost daily basis, since embarking on clinical training. I plan to use this 
essay to examine the impact o f diagnosis and the image o f a burning DSM IV on different 
people and professions including, service users, psychiatrists, clinical psychologists and 
myself, and also as an opportunity to consider some o f the wider issues that I have not 
previously focussed on.
Service Users.
In this part o f the essay I will examine the impact o f a diagnosis of a mental health disorder 
on service users, what this can mean for them, taking into consideration diversity and 
cultural issues, the impact of misdiagnosis and the impact that an image of a burning DSM 
IV may have on service users.
The impact o f a diagnosis.
When examining the impact o f a diagnosis, it is important to consider two issues. The first 
issue to consider is how it feels to have one's difficulties described in a certain way/ given a 
specific label. Secondly, what is the impact on an individual's life of being given this label? 
Horn et al (2007) conducted qualitative research into service users' perspectives on being 
diagnosed as having Borderline Personality Disorder (BPD). It is important to note a
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distinction here. Horn et al were not asking service users what it fe lt like to have BPD, 
rather what it fe lt like to have the difficulties they were experiencing described in such a 
way. The research was conducted by interviewing five participants all o f whom had been 
given a diagnosis of BPD. All five participants reported both positive and negative reactions 
to being labelled in this way. Some participants reported the diagnosis as providing a 
feeling o f'conta inm ent and of having a path to follow after years o f'floating '. Another 
participant described how she had something concrete to hold on to, learn more about and 
try to resolve. However, participants also felt disempowered as there seemed little to no 
opportunity for questioning the diagnosis and so participants were left feeling as though in 
the presence o f an all knowing expert, whilst they themselves remained ignorant and 
questioning their own agreement with the diagnosis they had been given.
'Labelling' seemed positive and seemed to reassure people and give them a concrete path 
to follow and investigate. The problems with this diagnosis for participants in Horn's study 
arose when people did not explain what was meant by the diagnosis and there was no 
opportunity to ask questions or to further discuss the diagnosis.
Hayne's (2003) study found similar results. The response to being given the diagnosis itself 
was in fact positive, with participant's saying that diagnosis enabled them to 'retrieve 
hope', 'make the invisible visible' and to begin rebuilding their lives after years of not 
knowing. Similarly to Horn's findings, problems for participants arose when they fe lt unable 
to discuss their diagnosis and again felt in the presence of an all-knowing professional. One 
participant reported that diagnosis served to give 'them' (the professional) confirmation of 
what was going on with little thought given to explaining this to the person being given the 
diagnosis.
Although diagnosis may well have positive implications for service users, the way that a 
diagnosis is given and explained greatly affects the service user's experiences. Vallenga and 
Christenson (1994) highlighted the emotional turmoil and difficulty comprehending a 
diagnosis and how service users need to come to terms with any sense of loss of identity or 
lifestyle in order to feel more reconciled with their diagnosis.
When I was reading this research, I was struck by the similarities between the experiences 
of people receiving a diagnosis o f a mental health disorder and the experiences of people I 
used to work with who were coming to terms with a diagnosis of cancer. They too reacted 
differently dependant on the information they were given, how many questions they asked
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and how directly and sensitively these questions were answered. It occurred to me how, 
regardless of whether your diagnosis is of a physical or mental nature, the same questions 
may arise for example; what does this mean? What does my future look like? Who am I 
now? Have I become a 'patienf? Will my children get this? Do I need to tell work? What do 
I do now? What can I do to help myself? Again for many people who had felt unwell for 
years without knowing why, being given a diagnosis o f cancer, although devastating, also 
gave them something concrete to fight against, to read about and to try and recover from. 
As well as dealing with their own reactions to receiving a diagnosis, service users also need 
to face others reactions, and the potential social stigma attached to their diagnosis. This 
stigma extends beyond the service users friends and families (Prince & Prince, 2002) Service 
users may find themselves subject to stigma from colleagues and employers, health 
professionals, schools and other educational authorities as well as facing stigma as a result 
o f negative media coverage of 'dangerous' mental health disorders(Wilson et al, 2002a, 
Wilson et al, 2002b )
There are also very real concerns to be addressed in terms of stigma towards service users 
by general health services. Raingruber (2002) found that fear of stigma prevented people 
from seeking care and/or continuing treatment. Baker (1993, cited in Hayne, 2003) found 
patients were so reluctant to  be put back in their 'powerless patienf role as previously 
experienced that they actually ignored symptoms requiring medical attention. It would 
seem that old diagnosis/ experiences also carry with them a great deal o f stigma. One 
woman in Baker's research reported how every physical illness she sought medical help for 
was first dismissed as anxiety, depression or stress. Clearly there is a danger whereby as a 
direct result of stigma relating to mental health problems, individuals' mental and physical 
health may be ignored and remain untreated, leaving them at risk.
So what is the true extent o f stigma faced by people with mental health problems? 
Angermeyer and Matschinger (2003) found that public perceptions of those labelled 
schizophrenic were a belief that the individual needed help and this evoked mixed 
responses and both positively and negatively affected people's desire for social distance, 
from the person labelled as schizophrenic.
It would seem therefore that, in this study, public opinion was not automatically 
stigmatising those with a mental illness. So what is it about the information given to people 
that can affect their levels o f stigmatisation? My own view is that people are more
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sympathetic and understanding towards those they perceive as 'ill' than those who they 
perceive to be in control o f their thoughts and reactions. I recently attended an OCD-UK 
conference in Derby and I was struck by the descriptions people gave me of others 
reactions to them. Many people reported being told to 'pull themselves together', 
predominantly by their G P's which implies that there is an underlying assumption that 
obsessive thoughts and compulsions are under the person's control. Once people were 
given back the responsibility o f their behaviour through this underlying assumption, it 
seemed people were less understanding towards them, more reluctant to help them and 
overall considered them 'less worthy' of help or intervention. Bearing in mind CCD is an 
anxiety disorder that can affect every single aspect o f a person's life, this type of 
assumption and stigma can have a tremendously negative impact on a persons' life.
Some diagnostic labels lend themselves to this type o f discrimination and 
misunderstanding, for example 'Borderline Personality Disorder'. The 'personality' part of 
that label suggests that the onus of responsibility is on the person with the diagnosis. We 
often see our personalities as something we can control and change, for example, we may 
act differently at work than we do at home. As we have experiences of 'changing' our own 
personality, this may lead us to wrongly conclude that the person with a diagnosis o f BPD is 
simply unwilling, rather than unable, to change their personality in order to f it societal 
norms. In this way they may be viewed as difficult, deliberately so, and as such it's possible 
to adopt an 'it's their decision' point o f view and thus consider those with a diagnosis of 
BPD as 'unworthy' o f treatment. (Lewis & Appleby, 1988).
I believe that these attitudes and stigmatisations arise out of a lack of understanding and 
recognition of someone's illness, and this led me to consider what it must be like to cope 
with a diagnosis o f a mental health disorder/illness in a culture where it is not recognised. 
For example, how do you explain depression to a culture that has no concept or language 
for such a diagnosis, such as American Indian cultures and some South East Asian groups 
(Manson 1995)? Thakker and Ward (1998), when considering the cross-cultural application 
of the DSM IV, suggested that some cultures may not approve of outward and overt 
expressions of negative emotion (Al-issa, 1990) and that this may make seeking help very 
difficult. If someone were struggling with depression in a culture that doesn't understand 
such a concept, then one may be left feeling weak, abnormal, unable or unwilling to seek 
help for fear o f ridicule or stigmatisation. I know from my own clinical experiences, that one
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does not need to travel far for these experiences, indeed they can occur in one's own 
family if the concept has never arisen for that family to date.
Given the difficulty, therefore, of accepting and living with a diagnosis, and the associated 
discrimination and stigma from others, what are the consequences of a misdiagnosis?
Much of the literature examining the impact of misdiagnosis focuses on the clients who 
have Bipolar Disorder, but who have been misdiagnosed as having Major Depressive 
Disorder. It is also worth noting that Bipolar disorder is commonly misdiagnosed as unipolar 
depression (Hirschfield et al, 2003). Whilst it is understandable that Bipolar disorder is often 
misdiagnosed, as clients will often present and/or seek help during a depressed episode 
and may not report mania or hypomanie symptoms, there are still considerable 
consequences for the client resulting from the misdiagnosis. (Awad et al, 2007). Shi et al 
(2004) found that without proper treatment, the symptoms of bipolar disorder increased in 
frequency and severity. This may mean that some of the very severe symptoms of Bipolar 
Disorder, such as suicide attempts, may go untreated, leaving the client at high risk. If a 
client is receiving inappropriate treatment for a misdiagnosed disorder, it is possible that 
they may feel disheartened and/ or discouraged by their lack of improvement. Also, they 
may report their lack o f progress to their GP and be placed on higher doses of unnecessary 
medication, which may have serious implications for their physical and mental health.
Another consequence o f a misdiagnosis may be living with the stigma associated with that 
disorder, which as previously discussed can have a tremendously negative impact on a 
person's life. Should a person's life be affected in this way, only for them to discover that it 
was unnecessary and could have been avoided, one would imagine this could lead to a 
great many frustrations both with the mental health care system and the progression of 
their symptoms.
Having examined some of the issues and problems facing service users following a diagnosis 
o f a mental health disorder, I would like to go back and reflect on the image o f a burning 
DSM IV, and consider the impact that destroying the DSM IV may have on service users. 
When first considering this issue, I put myself into the shoes of a service user and 
considered what this meant for me. I was immediately aware of some o f the negative 
thoughts that arose from this image, such as, are they questioning the existence o f my 
disorder? Are they saying I don't have a diagnosable condition? It's taken me a long time to 
get a diagnosis and therefore access to help; will that help now be taken away from me?
11
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I've been seeing a psychologist for treatment, but this Psychologist magazine is suggesting 
that psychologists don't believe in diagnosis- does this mean my psychologist doesn't
believe me? If they take away my diagnosis then what?
I am aware that these thoughts are influenced by my own views on, and experience of, 
working with people trying to obtain a diagnosis.
I am aware that some clients, including people I have recently met on my placement, loathe 
their label and hate the feeling of being 'put into a box'. There appears to be particular 
resentment around being left to deal with a diagnosis, which ties in to the discussion earlier 
regarding how a diagnosis is given and handled.
However I am not sure that getting rid of diagnosis is the answer. I will try and explore this 
idea further when examining the impact o f the burning DSM IV image on me, but for now I 
wish to shift focus away from service users and focus on the potential of such an image on 
psychiatrists.
Psychiatrists.
The issues I will explore in this section of the essay are; the potential interpretations o f such 
an image being published in The Psychologist, the extent to which psychiatrists do agree 
with working with diagnostic criteria and the issue of diagnosis as a whole, and what the 
future of psychiatry would hold if diagnosis ceased to exist.
Potential Interpretations.
I believe that the image may be interpreted in one of three ways. Firstly, I believe the image 
may be seen as futuristic. Many psychiatrists are unhappy with the current model of 
diagnosis (Spitzer, 1983; Clarke et al, 1995) and so they may view this image as a positive 
indication for the future. Given that the image is published on the front cover o f The 
Psychologist, psychiatrists may view this as a sign of separation, o f psychologists further 
proving they are ready to detach from the medical model of diagnosis, and so the image 
may be viewed as a further separation between the two fields. I wonder if, thirdly, the 
image may not also be interpreted in a slightly more negative way. Psychiatrists may well 
see this as a, slightly immature, 'dig' at their profession. Indeed I'm left wondering what a 
psychologists' reaction would be to seeing an image of books on CBT, systemic and 
psychodynamic therapy being burnt on the front cover of The Psychiatrist'. If this were
12
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viewed by psychiatrists as a 'dig' then this may have negative consequences for working in 
a multi-disciplinary team, and on future relationships between the professions of 
psychology and psychiatry.
The extent of psychiatrist's agreement w ith  diagnosis.
To what extent do psychiatrists agree with the current system of diagnosis? Moncrieff 
(2007) writes in The Psychologist that the medical model of psychiatry, based on diagnosis, 
despite being so long-standing, is unsuitable to explain the varied and complex aspects of 
mental health disorders. She is not alone. Research into the area highlighted a very 
different aspect of psychiatric practice, known as Critical Psychiatry. Critical psychiatry 
believes that current psychiatric practice places too much importance on the medical 
model and diagnosis and feels that in order to create new effective treatment psychiatrists 
need to move away from diagnosis and utilise a more social/ community based model.
Psychiatry can come across as dismissive. A diagnosis of one word or phrase is not 
adequate to describe the full extent of a client's mental health problem. Double (1991) 
argued that even if diagnosis were helpful, that it should be secondary to first assessing the 
patient as a person. Critical psychiatrists are also distinct by their views on drug treatment 
following diagnosis. Thomas and Moncrieff (2000) argue that the dominant medical model 
which relies on neuroscience to explain psychosis and emotional distress is too simplistic 
and ignores other vital aspects. As such, they, and the Critical Psychiatry movement, are 
deeply sceptical about the role drug treatment can affectively play in the treatment of 
mental health disorders. (Moncrieff et al, 2006).
The views expressed by Critical Psychiatrists go against the common perceptions of the way 
psychiatrists work and treat their clients. Psychiatrists are viewed as being dependent on 
and defensive of the medical model and diagnosis of mental health disorders. As others are 
moving towards a different way of working and are recognising the pitfalls o f diagnosis in 
psychiatry, the question arises as to why many psychiatrists still practice according to this 
seemingly out-dated and inappropriate way o f working?
I believe the answer lies in the wider role psychiatry plays within Trusts. Currently a 
diagnosis provides service-users with access to treatment, including psychological 
treatment, and in this way diagnosis is currently an absolute necessity. However, what 
needs to change within psychiatry is the belief that the medical model, which has
13
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dominated for so long, is infallible. If professions such as Clinical Psychology and even 
movements within psychiatry itself continue to argue against diagnosis, and indeed, if the 
DSM IV went up in flames and diagnosis ceased to exist, one is left wondering about the 
future o f the psychiatrists' role.
The future of psychiatry without diagnosis.
It is hard to foresee a future for mainstream psychiatry should diagnosis cease to exist. As 
diagnosis and classification are ingrained in the medical model within which psychiatrists 
practice, it is difficult to see the profession continuing w ithout diagnosis. However, it seems 
as though there is a shift within Critical Psychiatry, away from diagnosis which suggests a 
future for psychiatry 'post-diagnosis'. However, how willing or able psychiatrists are to 
move away from a model which has been long standing and has provided the foundations 
for the training and practice o f psychiatry is now impossible to predict. What is clear is that 
w ithout diagnosis a psychiatrist's role would face a dramatic shift and the basis model 
would also need to change. Perhaps the upheaval that such a change would cause explains 
why psychiatry remains so dominant and why the system is prevented from changing.
Clinical Psychologists.
The very nature o f their clinical work has diminished the usefulness of diagnosis for Clinical 
Psychologists. When a Clinical Psychologist receives a referral letter, a diagnosis is often 
included, usually made by the client's GP or mental health worker. However, were such a 
referral to be given to a psychologist they are unlikely to immediately embark on the 
treatment for that diagnosed disorder w ithout first discussing it with the client. The very 
nature o f good clinical practice is to not assume the expert role (Jacobson, 1989) and so 
one would ask the client to discuss what has been happening for them and to describe their 
experiences in their own words. It is this very open ended, exploratory approach that 
highlights the difficulties a client is having and the direction that the therapy or intervention 
should take. Psychological practice in this way goes beyond diagnosis. If a client is referred 
with a diagnosis o f depression that's not enough. However, by talking to them, the reasons 
why they became depressed or the factors that are maintaining the depression may 
become clear and that may be the area that the Clinical Psychologist is able to help with.
Sometimes diagnosis can be very unhelpful to clinical practice, as it can lead Clinical 
Psychologists to begin planning sessions and to guide the assessment session, however
14
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unintentionally, to try and make sense of the diagnosis previously given. This can lead to 
feelings of frustration on both sides as the clinical psychologist and client may well have 
different agendas to begin with and this may make it difficult to build good rapport with a 
client in the first session.
The difficulties for clinical psychologists of working with diagnosis may therefore make the 
image of a burning DSM IV a welcome one. The image may be interpreted as the 
destruction of an out-dated and unhelpful way of working, the removal of an unnecessary 
hindrance to receiving appropriate psychological help.
I discussed earlier in this essay how diagnosis is currently necessary to allow service users 
access to appropriate help and resources, within the confines o f restricted NHS resources. 
This can be extremely frustrating for clinical psychologists as it means it is often difficult to 
keep clients in services if their diagnosis does not exactly f it  the chosen criteria. This image 
may therefore also symbolise the removal o f a barrier to better access for service users, 
and impose less restrictions on those seeking psychological help.
There are, however, some issues raised by the burning DSM IV image that may not have 
such a positive impact for Clinical Psychologists. It is important to remember the aspects of 
the Clinical Psychologist's role aside from therapy, such as research. A large part of a clinical 
psychologist's role is to continue to research and develop models of practice for disorders 
in order to better understand and be able to improve services and models for treatment to 
best help those suffering from a particular disorder. Often this research takes the form of a 
clinical treatment trial, where case groups will receive a treatment or intervention and an 
improvement will be looked for. Often these trials are used to compare different 
treatments or different time periods for treatments.
However, in order to secure funding for these trials which can prove expensive particularly 
if longitudinal in design, one needs to be able to measure this level of improvement in real 
terms. It is typical in a lot of funded research for participants to need a diagnosis or to meet 
DSM IV diagnostic criteria in order to take part. One measurable way to ensure that there 
has been improvement, one may therefore argue, is to see if participants still meet 
diagnostic criteria at the end of the trial.
The use of diagnosis in this way is providing some level of evidence of similarity of 
participants, and if participants are viewed as similar the research is viewed as having
15
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greater universality, which therefore makes it interesting to the body funding the research, 
and to NICE, and the researchers are more likely to get more funding to continue their 
research. (Kessler, 2008).
This system is undoubtedly flawed. Using a diagnosis in this way instantly limits the 
research to those with a diagnosis, meaning those who only just miss diagnostic criteria 
remain un-helped. Also there is an assumption that diagnosis explains all, that if two people 
are classified as having, say, OCD with compulsive checking, or moderate depression, that 
their illness is the same and this is simply not true. If there are say 12 diagnostic criteria for 
a disorder, and a person need to meet three of the criteria to receive a diagnosis you could 
have four people with identical diagnoses who experience totally different elements o f a 
disorder, meaning that their experiences of that disorder are utterly different from one 
another. Even if participants meet the same criteria, it is unlikely that their maintaining 
factors are the same, not to mention the enormous variety of past experiences, core beliefs 
and other external influences.
Whilst this use of a diagnosis is so obviously flawed, it is difficult for one to imagine how the 
system of research and the process of obtaining funding would work without it. Indeed, 
even psychologists who continually speak out against diagnosis, such as Professor Paul 
Salkovskis who often laments the long and unhelpful process of getting a diagnosis 
(Salkovskis et al, 1989) still require participants to have a diagnosis in order for them to take 
part in their research. (See appendix 1). It seems once again that the issue is funding- 
w ithout diagnostic criteria how can one obtain funding for research? W ithout funding how 
does the research element of the Clinical Psychologist's role develop? It would seem that 
diagnosis is tied up in every aspect of the Clinical Psychologists' role, from deciding who 
shall be seen, to how clients are treated, to how these treatments are researched and 
improved. I am aware when writing this that this all encompassing element o f diagnosis is 
bothering me and so would like to explore my own reactions to the image and the issue of 
diagnosis in the final part o f this essay.
Me
16
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My reaction to the image has changed over the last few weeks since I started writing this 
essay. When I first came across the image again, I found I felt quite shocked by such a 
strong image, and I had concerns about how the image would be perceived by others, a 
direct result of writing this essay. However, I now find my reaction to the image is that it 
has made me rather cross. I am a very practical, solution focussed person which I think is 
behind this feeling, as the Psychologist is providing no practical solution to the problem of 
diagnosis. Whilst I agree that the system of diagnosis is flawed and there are other better 
ways for psychologists to engage with their clients. The Psychologist is offering no solution 
as to how this would be practical within the current NHS system. Nor indeed, should the 
system need to change completely, does The Psychologist give any indication as to what 
the new system would look like or how it would encompass these professions beyond 
diagnosis.
I find myself agreeing with Professor Mary Boyle, who is a Clinical Psychologist writing in 
this issue o f The Psychologist. Boyle describes diagnosis as serving 'important 
administrative, professional, psychological and social functions unlikely to be served by 
alternatives'. (Boyle, 2007, p292) Just some of the functions Boyle is discussing include 
providing a system for record keeping, financial management and monitoring access to 
services. I believe that diagnosis is the keystone to the current system and struggle to see 
an alternative that would not involve tremendous upheaval and employing a whole new 
system. However, changes are occurring. I consider myself to be training in the 'lAPT 
generation' where improving access to psychological therapies includes removing G P's as 
gatekeepers to psychological help. People will be able to self refer to centres for help and 
w ill be encouraged to do so. Whilst psychologists will still need to form some sort of 
diagnosis or classification of a person's problems in order to decide whether a low intensity 
or high intensity therapist is needed, it is a step in the right direction. If we can move away 
from the medical model whereby a GP or psychiatrist needs to give a diagnosis, then we are 
more likely to find alternative ways of working outside o f this model.
As the system currently stands, it is difficult to imagine alternatives to diagnosis as it seems 
to influence almost every single aspect in which we work, but this has made me question 
how this system can be improved. If diagnosis has to stay perhaps there needs to be a 
rethink as to how a diagnosis is delivered and explained, so that the person being 
diagnosed has a greater understanding of what their diagnosis means, the impact on 
themselves and those around them. If people are aware of what their diagnosis means they
17
Academic Dossier URN 6073415
are better able to explain it to those around them and so may be better able to explain it to 
others and thus reduce the associated stigma they face. Perhaps, whilst diagnosis is so 
essential and ingrained in our practice, we should reconsider the role it plays and how best 
to diagnose in order to promote the positives of diagnosis and reduce the negative impact 
o f diagnosis. This is not to forget about moving beyond diagnosis, but rather to improve the 
situation in the interim between current practice and a new post-diagnosis system in the 
future. With this in mind, it feels exciting to be in a trainee position, to be able to train and 
progress with these issues in mind, and in the lAPT generation, to move with our clients 
towards a diagnosis-free future.
18
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Appendix 1.
Sample o f Paul Salkovskis' recruitment to  research advertisement. Taken from:
httD://Dsvchology.ioD.kcl.ac.uk/cadat/seneral-information/Research-involving-anxietv-
Could you help Professor Salkovskis w ith  his research?
General information
To continue the success o f their current research programmes aimed at improving the 
understanding and treatment o f individuals with anxiety problems, Professor Salkovskis is 
looking for participants for his studies.
Study title : An investigation o f reassurance seeking
This is a research study investigating reassurance seeking, which is a common reaction 
when people feel anxious. We are recruiting participants who are aged 18-65, and currently 
have a diagnosis o f OCD. Please note that we are interested in people who do not seek 
much (or any!) reassurance but also those who do.
We will send you a 20-page questionnaire which takes about 40 minutes to complete. You 
will receive a £10 g ift voucher for taking part. The questionnaire also has the information 
about the experimental study in which you may be interested.
Ethical Issues
This project has been reviewed by the Joint South London and Maudsley and the Institute 
of Psychiatry NHS Research Ethics Committee (REC reference: 07/Q0706/39). Your 
participation is entirely voluntary and you are free to  withdraw at any time, w ithout giving 
a reason for doing so. If you are receiving NHS treatment this will NOT in any way be 
affected if you do or do not wish to take part or you withdraw from the study. We will not 
disclose your participation to anyone (e.g., family members, GP) unless you would like us 
to. The information you provide throughout the course of the research will be stored 
anonymously and will be kept strictly confidential. This information will only be accessed by 
Professor Salkovskis and his research team.
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What should I do if I want to take part?
If you are interested in taking part and would like further information, please contact us:
l.anderson@iop.kcl.ac.uk 
Tel: 020 7848 5038 
Fax: 020 7848 5037 
Professor Paul Salkovskis 
Institute o f Psychiatry 
Department of Psychology 
Box P077 
De Crespigny Park 
London SE5 8AF
If you are able to participate in any of our studies, it w ill help us to develop better 
treatment for people with anxiety problems. Thank you for your interest.
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How are issues of risk understood and responded to  w ith in mental health services? What 
contribution can clinical psychologists make to  a reconsideration o f these ideas and
practices?
Why risk?
Before considering how risk is understood and responded to, it is important to focus on 
why it is addressed at all within mental health services. Afterall, terms such as risk 
assessment and risk management originated within the financial and litigation fields, not 
mental health services (Cantor and McDermott, 2004).
Whilst many factors will have contributed to the way mental health services view risk, three 
main events stand out as having contributed significantly in recent years. Firstly there is the 
cultural shift that Britain has undergone in the last 20 years. Britain has adopted a 'claim 
culture' whereby people are seeking financial compensation following any event with a 
negative outcome (Verkaik, 2000). These events would previously have been seen as an 
unavoidable part of day to day life, but are now carefully examined to see who is financially 
responsible for compensating those involved (Verkaik, 2000).
There seems to be a public perception that those suffering with mental health conditions 
have diminished responsibility; that they are incapable of evaluating evidence and making 
decisions based on this evidence (Eastman, 1999). Whilst it is true that certain mental 
health conditions and corresponding medication can affect decision-making in some cases, 
there seems to be an 'othering' in these situations that suggests those with mental illness 
are incapable o f making reasonable and responsible decisions whereas those without 
mental illness are capable of making such decisions. However in a culture where someone 
has to be accountable, the responsibility for managing risk and consequence has moved 
beyond the person with a mental health disorder and onto those services who care for 
them (Eastman, 1999).
This cultural shift in the UK has made many organisations question their policies regarding 
risk and risk taking behaviour. It seems as though every decision made needs to be entirely 
defensible in case it should result in negative consequences and be questioned at a later 
date (Eastman, 2006).
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As an organisation that employs many people and holds a great deal of responsibility for 
public health, the National Health Service (NHS) has had to carefully consider the 
recognition and management o f risk. This is especially important in order to avoid negative 
events that may leave them financially liable. The impact of this cultural change has meant 
is it now necessary to have an individual or a group of individuals who are responsible for 
every decision made within the organisation.
In line with this development, the second event that has contributed to risk becoming an 
issue for mental health services has been the rise in patient litigation, most noticeably 
following incidents of homicide and suicide (Cantor and McDermott, 1994).
There are several landmark cases whereby patients sued the NHS Trust that was 
responsible for their care following incidents of homicide. One such example is the case of 
Christopher Clunis who murdered Jonathon Zito who was a member o f the general public 
unknown to Clunis. Following the incident, Clunis claimed that the NHS Trust responsible 
for his care neglected to protect him from committing such a crime and were therefore 
responsible for him committing the act of murder.
Similarly, David Hoare was awarded an out of court settlement by the Leicestershire Health 
Services Mental Health Trust after he fatally stabbed a woman. At the time o f the incident 
David was receiving mental health treatment as an outpatient at Leicester General Hospital. 
Hoare made his claim against the Trust on the grounds that they had been negligent in 
deciding to discharge him into the community and failing to provide him with the necessary 
care to stop him committing the crime (Kennedy and Gill, 1997).
Whilst there are those that will genuinely feel have not had appropriate support or care in 
place, there will be others who will see an opportunity to diminish their own responsibility 
of a crime, whilst making significant financial gain in the process (Cantor and McDermott, 
1994). When the first NHS Trusts to be sued made a financial settlement it was seen as an 
acceptance of responsibility for the client's actions, and in doing so, they made it harder to 
refuse responsibility for similar cases.
Somewhat predictably, since these cases were publicised many more mental health service 
users who have committed crimes are suing NHS Trusts for the trauma of both being 
incarcerated and o f committing the offence itself. The consequent drain of such a severe 
and sudden influx o f litigation on already limited NHS financial resources meant that the
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NHS became very wary of the notion of risk and risk-taking behaviour. It simply could not 
afford to pay settlements for litigation cases and so the answer became to avoid any risk at 
all. This meant putting risk at the forefront of clinical practice and ensuring that mental 
health professional's judgements were entirely defensible. Whilst this was a reasonable and 
rational response to the continuing threat of litigation, there was a danger of risk being 
identified solely in terms of the negative and dangerous which would have implications for 
both the mental health professionals and their clients. These implications will be 
considered further in this essay.
The other major event that highlighted the issue o f risk in health services more generally, 
not just mental health services, was the recent 'Baby P' case which received a great deal of 
media coverage and government commentary. Baby P and Victoria Climbie were both 
children under the care of the Haringey Primary Care Trust who were tortured or beaten to 
death by members of their own family. What was reported as a sorrowful tragedy become 
a subject for public debate after it was revealed that both children were well known to 
authorities including social services. Whilst these cases were not directly linked to failings in 
mental health services, the Head of Children's Services, and two senior personnel, one 
cabinet member and one council leader, were forced to resign following the case of Baby P, 
which followed the case of Victoria Climbie. This was a sharp reminder for those at a senior 
management level that they ultimately hold the responsibility of their team and should that 
team fail, even if they themselves had no direct role in the incident, then they will 
ultimately be held responsible.
This essay aims to explore the way mental health services recognise risk and what the 
positives and negatives of this approach are, and the consequent implications for service 
users. The essay will then consider the role Clinical Psychologists can play in remedying any 
of the negative consequences of current risk management practices and also consider what 
the future holds for issues of risk within mental health services.
How do mental health services recognise and manage risk?
There is no question that mental health services now see risk as a dangerous, negative and 
potentially very expensive entity, which must be controlled, managed and minimised as 
much as possible (Buchanan, 1999).
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However, what do services actually classify as 'risky' situations? The Department of Health 
(2007) produced a document to help those working within mental health services to 
understand and appropriately manage risk in three areas. The first area of risk refers to 
violent, offending or antisocial behaviour. The second area of risk is considered in terms of 
self-harm and or suicide, and the third area of risk is regards self-neglect. The guidance 
emphasises the importance of recognising risk and recommends measurements and 
assessment tools to help determine risk in these areas. For psychiatrists specifically, the 
focus of risk assessment is ascertaining the risk o f committing suicide or hurting others. 
Given that psychiatrists have the power to detain they are often called upon to decide 
whether a patient is 'safe' to be discharged from services (Coid and Maden, 2003).
However, the question of risk and how it is considered does not end there.
As a mental health professional one also has to assess the risk to oneself whilst working 
within an organisation. Risk assessments combine with health and safety assessments to 
ensure that the professional's working environment is risk free. Often the work o f mental 
health services will take place outside of the clinic environment, meaning that mental 
health professionals will conduct home visits, or visits to centres or other residencies where 
clients may be receiving care. This again is an example of where risk is an important issue to 
be considered before engaging in clinical work.
There are several measures put in place to help mental health professionals with these 
issues such as the Lone Working policies (NHS Security Management Services, 2009) and 
services have systems in place to track staff and their whereabouts and to raise the alert if 
there are any concerns.
The positives o f current risk assessment and management strategies.
On many levels risk assessment and risk management is a positive and essential element o f 
clinical practice. It is important that mental health professionals are mindful o f risk, and the 
current approach to risk taking ensures that risk is at the forefront of everyone's minds 
when they are making decisions or assessing situations.
There is also no doubt that services knowing where staff are and maintaining sensible lone- 
working policies can only be a good thing and that they are keeping staff members safe and 
allowing them to feel safe and confident to work and also to feel cared for and valued by 
their employer.
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So what then are the negatives?
The negatives o f current risk assessment and management strategies.
Whilst being mindful o f risk is positive, the NHS as an organisation seems to have become 
so risk averse that its risk management policies are at best unrealistic, and at worst 
tokenistic. They are also potentially limiting opportunities available to service users.
For example, by considering risk in terms of financial risk or risk of litigation, mental health 
practitioners have to consider every possible outcome of a particular scenario and if there 
is even an element of risk then one cannot progress with that action. This means mental 
health practitioners are now engaging in defensive practice and this will impact on mental 
health service users. There is a danger that practitioners will be so stifled by the fear of 
litigation that they will not take the course of action that is best for the client, but rather 
the one that is most defensible.
Consequently this could mean that clients are not receiving appropriate treatment or 
opportunities that could aid their recovery because they may contain too much risk for the 
health professional to feel confident to progress with them.
With Trusts so wary of risk and the consequences, staff are made aware of the need to 
consider risk at every opportunity. However there is a danger of this leading to tokenistic 
risk assessment. The below is a clinical example from my adult mental health placement^
I was asked to accompany a care-worker on a visit to a safe-house where those who have 
recently attempted to commit suicide can stay until they feel 'safe' to return home. Having 
been asked to assess the risk issues for the client I asked her if she fe lt safe to return home 
and she replied in a strong and clear voice 7 cannot cope with returning home. If  I have to 
go home then I will give away my possessions and I will kill myself by any means possible'. I 
was extremely concerned by the absolute conviction with which this client spoke to me and I 
believed she was serious about further attempting suicide should she return home.
However, when I expressed my concerns to the care worker and the safe-house manager I 
was told that there was no room for her to stay any longer and no resources to help her 
when she returned home. I was horrified and fe lt we were sending her home to die. Being 
very aware that I had been asked to complete a risk assessment and that this should be 
documented I made it clear in my notes that I did not think this client should return home as
’ All identifying information has been removed to protect client and service anonymity.
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she was at great risk of committing suicide. The consultant psychologist reviewed my notes, 
told me there were no resources and that this client would "probably be fine" and then told 
the team that Trainee Clinical Psychologists were no longer allowed to contribute to care- 
workers notes. This left me feeling incredibly impotent and angry and begged the question, 
which I posed to them, 'What is the point of the risk assessment?' The reply I received was 
'because we have to'.
The above example may sound extreme but it is in no way exaggerated. What is possibly 
most shocking about such a situation is the tokenistic value of the risk assessment- it is as 
though having been completed, one had completed one's duty and did not need to act on 
the information found.
More common and less extreme versions of this tokenistic risk assessment can be seen in 
every NHS client's file. At the front of the file is a risk assessment form where one 
summarises the risk issues for the client and determines whether they are at risk. It is now 
NHS policy that mental health professionals have to assess and record the likelihood of 
every client they meet being a risk to others and to themselves based on their history of 
'risky' or harmful behaviour, and their current situation. This in itself can be a negative 
experience for clients. If one sees a client with a long standing history of self-harm and 
suicidal behaviour and reports this, then even when that person is recovering from their 
illness and is feeling well they still may be treated as though 'at risk' meaning health 
professionals are reluctant to discharge them from services. This may be keeping an 
individual in the role of 'being ill' and they may feel unable to continue rebuilding their lives 
and break free o f their illness whilst still under the care of others. Breaking free of mental 
health services can often be a big step of an individual's recovery (Social Care Institute for 
Excellence, 2007) but how can they hope to achieve this step when those working with 
them consider them to be at risk and as part of a risk-averse organisation cannot discharge 
clients from this service? How can this enhance positive relationships with clients when we 
are keeping them in a role they wish to leave behind them? Risk should be viewed as an 
ever changing concept that considers both context and changes in situation. When taking 
into account a client's previous history, the focus should be on the deeper context of what 
happened and why, as opposed to focusing on the stigma of the events themselves 
(Morgan, 2004).
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Another negative consequence of the current use of risk assessments and the risk-averse 
nature of the NHS is that mental health practitioners often find their clinical judgement 
stifled by risk assessment and Trust protocol. However this does not mean that mental 
health professionals won't act on their judgements. Research shows that health 
professionals will work independently of their Trusts' protocols and take risks in order to 
follow their clinical judgement, but that they would not report or document this risk, nor 
raise the issue with their managers or supervisors (Ruston, 2006). Not only does this leave 
staff feeling unsupported and increases staff stress and anxiety, it also creates a dangerous 
situation fo r service users. Service user notes will be incomplete and there will be no 
accurate record of treatment that has worked and changes in situation which may have 
contributed to recovery. This increased stress and perceived lack of support for staff can 
lead to low morale and a lack o f honest communication between staff members, both of 
which were issues highlighted by the staff involved in the Baby P case {The Telegraph,
2009).
One needs to question the reality o f the promise the NHS is making by trying to eliminate 
all risk. Can we ever truly say that someone under the care o f mental health services is 
unlikely to hurt themselves or others? Should we have to?
There seem to be no guidelines in risk assessment policies on where mental health 
practitioner's responsibility ends. It seems as though if an individual is under the care o f 
mental health services then the services are responsible for every action taken by that 
individual which is both unrealistic and unachievable. There has also been huge debate over 
whether psychiatrists and other health professionals should have responsibility for making 
decisions about public safety as they are not focussing on client care but instead making a 
promise to  the public that cannot possibly be guaranteed (Coid and Maden, 2003). For 
example, if a client is discharged from services and the next day is involved in a road rage 
incident and hurts someone, how can mental health services be held responsible for this 
event? Services cannot be expected to predict the traffic or events that might occur and 
there may have been no evidence o f road rage whilst the person was involved with services 
as this situation may never have arisen. However the fact that the individual involved had 
recently left mental health services would be used against them in some way should this 
come to court and the health professionals involved would need to be prepared to defend 
their decisions even though the person's mental health condition may be entirely separate 
from anything to do with the incident. Situations like this illustrate how quickly current risk
31
Academic Dossier URN 6073415
management strategies fail and how mental health practitioners resort to defensive 
practice.
There is a perception within the NHS organisation that risk is something dangerous, difficult 
to manage and which must be avoided at all costs (Ruston, 2006). One needs to question 
the impact of this perception; are the NHS merely perpetuating a myth and agreeing with a 
society that views those with mental health problems as more dangerous and violent than 
others? (Vinestock, 1996).
It is clear that current risk protocols are failing to meet the unrealistic promise being made 
by the NHS and are leading to defensive practice. This defensive practice is leading those 
with responsibility to either engage with defensive practice whereby what is best for the 
service user may be ignored in light o f what is most defensible for the professional. Or, 
equally worryingly, this is leading professionals to act on their clinical judgement, but 
outside of the system which means therapeutic and other Input may never be properly 
documented. This could lead to future confusion or contradictory treatment which may 
prove harmful to the client. Ironically therefore, by focussing so much on risk assessment 
and aversion, one may actually be endangering those who the policies were initially 
designed to  protect; the service user.
What contribution can clinical psychologists make to  change the way risk is currently 
assessed and managed?
As the question implies, there is a need for reconsideration of the ideas and practices that 
currently surround risk and risk assessment within mental health services. Currently the 
NHS is holding more responsibility and handling risk in a way that is improbable/ 
impractical, unrealistic and unsustainable. So how can clinical psychologists contribute to 
this reconsideration of ideas and management surrounding risk?
Positive risk taking is already recognised as a key element in risk management policies, such 
as the Department o f Health 'Best Practice in Managing Risk' guidelines (2007). However as 
the NHS has become so averse to the concept of any risk, the recommendations regarding 
positive risk taking are not being followed. Positive risk taking is an important step for 
service user's recovery. Risks are encountered continually in day to day life, and it is 
important that service users can engage with the concept o f positive risk taking. Clinical 
psychologists need to educate their teams and colleagues to  engage in positive risk taking
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so that service users may learn to live independently of services and be able to make 
informed decisions. For example, if one is to take the analogy of applying for a new job. If 
one applies and leaves one's current job, there is a risk that one will dislike the new job. 
However, there is also every chance that the new job will provide exciting opportunities 
and that one may well enjoy and thrive in the new role. If one were being totally risk averse 
then one would never apply for the new job as it would involve some risk. However, if one 
was engaging in positive risk taking then one would consider the risks carefully and ensure 
that the potential gains were in-line with what one wanted to achieve and then apply for 
the new job. As part o f the positive risk-taking approach one would also ensure that one 
had a plan or some appropriate alternatives or support strategies should the action fail in 
some way. Clinical psychologists need to draw on their theoretical knowledge and clinical 
experience to  promote positive risk taking and the benefits for clients. This includes the 
promotion o f research and the supporting o f teams that engage with this policy. By doing 
so, clinical psychologists will be taking risk-assessment beyond the tokenistic and making it 
a useful therapeutic tool, to help clients achieve their goals and continue on the path of 
recovery. Also psychologists can contribute by promoting the publication of positive results 
of risk-taking, rather than only negative actions being reported.
These suggestions for changes are not radical or original. They are merely building on 
advice and protocols already available and widely distributed across NHS Trusts, which are 
currently overshadowed by a risk-aversive culture.
Clinical psychologists can contribute to the design o f risk management policies to ensure 
that their professional skills are recognised. Research indicates that the most effective risk 
management strategies are those that have the correct balance of standardising methods 
to ensure high standards of care, but which also allow professionals to apply their clinical 
judgement (Lawton and Parker, 1999). Working positively with risk requires a full 
appreciation of a client's strengths (Morgan, 2004), so who is better positioned to do this 
than clinical psychologists who spend time with individuals establishing their strengths and 
weaknesses and helping them draw on their strengths and personal resources?
Clinical psychologists also need to establish firm boundaries about where their professional 
responsibility ends (Holloway, 2004). This will mean psychologists, and other health 
professionals will take on less responsibility for others' actions thus empowering service 
users to engage in positive risk taking and make their own decisions.
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In order to seek a positive change in the attitude towards risk, clinical psychologists need to 
be prepared to challenge themselves and others to reconsider the idea of risk being 
dangerous. By changing their own views of risk and risk aversive behaviours, clinical 
psychologists can help shift the attitudes of their clients. By not only allowing but actively 
supporting people to take risks, clinical psychologists can help clients to realistically adjust 
to a life outside of services. Also as practising clinicians, clinical psychologists can draw on 
the resources and people around the clients, and help carers and relatives to understand 
why positive risk taking behaviours could be beneficial to the client and how they can 
support the client to engage with risk in this way. In this way, clinical psychologists are 
helping to expand positive risk-taking beyond services whilst still ensuring clients feel 
capable and supported. Clinical psychologists know the positives o f this sometimes 
counterintuitive behaviour and so the responsibility lies with them to share their 
knowledge and promote positive risk-taking for clients and their families.
Another contribution that clinical psychologists can make is to support the NHS to move 
away from the claim culture (Morgan, 2007). By moving away from the culture of blame we 
will also move away from the culture o f inevitability and beliefs that risk is inherently 
dangerous and leads to negative outcomes (National Confidential Enquiry into suicide and 
homicide by people with mental illness, 2006). Surely if a large organisation such as the 
NHS makes a stand against a culture that is leading to poorer inadequate care for patients 
then we are re-empowering individuals and giving them responsibility for their own health 
back. Clinical Psychologists need to support their teams and colleagues to engage in clear, 
unbiased risk assessments in order to avoid defensive practice and to help them focus on 
client needs in the midst of a culture of blame (Harrison, 1997).
One significant contribution that clinical psychologists can make to change current risk 
practices would be to acquire the same responsibilities as psychiatrists and other mental 
health workers. It is challenging for psychologists to promote risk-taking if they are not 
ultimately responsible. Currently if a client is at risk then a clinical psychologist must report 
the risk to the client's GP and approved social worker (ASW)/ psychiatrist. Should an 
incident arise it is the health professional with the power to detain an individual under the 
Mental Health Act (1983) who ultimately has to make a decision and hold that 
responsibility.
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How can clinical psychologists encourage others to take risks if ultimately they cannot hold 
responsibility for those risks and any negative consequences that arise from them? 
Therefore clinical psychologists need to expand the boundaries of duty of care and 
responsibility (Harrison, 1997), and obtain equal responsibility to detain as other mental 
health professionals. This action may also lead to the promotion o f psychology as a 
profession, as clinical psychologists would be better able to work more closely with 
psychiatrists and GP's by having equal responsibility.
Whilst it is recognised that there are those who do not believe psychologists should be 
involved in the process of detaining clients (Holmes, 2002) it is also clear that there is a 
need for change and with this change many areas will need to be reconsidered. It won't be 
easy, but the question clinical psychologists are left with is, surely it's worth the risk?
Reflections
I was astonished at how difficult I found writing this essay. The question appealed to me 
because I firm ly believe the NHS is too risk averse and that this has negative consequences 
for all those involved in the system, including clients. However, even though I have strong 
feelings on the subject, I found it increasingly difficult to write about, and to express what I 
really wanted to say. This struck me as an enactment o f what happens within NHS Trusts. 
Psychologists have so much knowledge and experience to offer the NHS and to offer their 
expertise and yet it feels increasingly difficult to find a voice with which to express these 
views. It is as though the NHS is too big an opponent and so one feels stifled and unable to 
say or do anything that seems to  strike out against it. This led me to reflect on how systems 
that are clearly inadequate or ineffectual remain unchanged for so long.
Also while writing I became aware of a feeling o f disempowerment, which left me 
wondering how I was meant to empower my clients whilst feeling so disempowered 
myself?
When initially researching the topic I was struck by how many papers were relating to 
money and finance. The search terms 'risk' and 'risk management yielded literally 
hundreds of articles relating to financial markets and economic booms. I was surprised that 
an issue that seems to totally dominate the NHS was not more documented as such. Indeed 
it was difficult to find any literature directly relating risk and the NHS. I was also alarmed at 
how little literature I found supporting positive risk-taking; this is an area highly
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recommended within risk management protocols and yet where is the literature to support 
it? How can psychologists feel supported to w ithout the theoretical backing to help 
implement their changes?
Above all I felt frustrated. To me, the way the NHS is currently recognising and managing 
risk feels so obviously wrong and yet a wider change needs to occur more broadly in 
society, and so the task becomes enormous and unmanageable. We need to move away 
from a 'claim culture' that holds no long-term benefit for anyone and promotes unrealistic 
and unhelpful messages about responsibility for health.
Even though I found the process o f writing this essay frustrating and at times fe lt thwarted 
and utterly exasperated, it  has made me even more determined to promote positive risk 
taking in my own clinical practice, and to encourage others to do so as well. It seems to me 
there is so little evidence available on the benefits o f positive risk taking and more 
collaborative risk-management strategies, that I feel driven to gain and provide the 
evidence. Although it is challenging to stand up to those who employ you and break the 
mould in some way, for me, it is definitely worth the risk.
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Introduction:
The title o f our presentation was 'relationship to change'. Our group chose to focus on the 
client and therapist relationships to change in the past, present and future. When 
addressing the future, we examined two possible futures, one where we as Clinical 
Psychologist's engaged with change and one where we had no say in the changes of our 
future. We had five weeks to prepare our presentation, before all the groups presented to 
each other in the sixth week. The process o f how our group approached the task and my 
own reflections following that process are described below.
The task and group process:
Reactions to  the group
I had been feeling apprehensive about our Personal and Professional Learning Discussion 
Groups (PPLDG) prior to meeting everyone as we were told that we stayed in our groups for 
the entire length o f the course. I became very nervous about conflict and confrontation as 
it stood to reason that some conflict would arise in a small group over a 3 year period. 
However, I also fe lt positive about the group as I thought it would be a good way to get to 
know some people on my course and to be able to recognise some familiar faces quickly.
I was pleased that there were a variety o f ages, genders and cultural backgrounds in our 
group. I fe lt this would allow a much wider and more interesting range of discussions and 
experiences. I was particularly pleased that we had a male in our group as have felt slightly 
uncomfortable in an all-female environment ever since I attended an all-girls secondary 
school. Overall I fe lt everyone in the group would be really interesting and easy to work 
with, and everyone seemed very committed and focused on the task.
Reactions to  the task
I felt pleased to have something concrete to focus on so early on in the course. The idea of 
doing a presentation was appealing in that it was something I was used to doing and felt 
reasonably confident about. However, when it became clear that this was to be our only 
piece o f work for the foreseeable future, I became a bit wary. I like to get on with work 
straight-away, which results from having worked in a busy job where things that were left 
just would not get done, and so 6 weeks was far longer than I would normally spend on 
preparing a presentation. I was very aware of a feeling o f wanting to 'get on with i f  and 
wanting to get the presentation done.
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Our group's reaction to the task was one of cautiousness and I think people were quite 
anxious about the vagueness of the task. The only information we were given was to 
prepare a presentation with the title  The relationship to change'.
Approaching the task
The first part of our task was to allocate the role of Chairperson to chair the meetings and 
the role of scribe to take the minutes. We decided that it would be good to rotate the roles, 
as none of us were sure how much work would be involved or what other work we would 
be given during the first few weeks. Rotating the roles seemed to be the fairest option, and 
I think this decision was typical of how our group functioned. We were always aware of 
each other's responsibilities and of the need to show our individual contribution and so 
everything was equally divided wherever possible.
We approached the task by brainstorming a definition of 'change'. We came up with a 
long list o f issues around, and areas of, change that we could look at and identified core 
themes which we wanted to research further (Appendix 1). This approach to a task has 
been identified in the literature as orientating and testing (Tuckman, 1965).
We divided these themes and planned to look at the larger ones in pairs and the smaller 
themes individually and then bring the research back to the group at the next meeting. We 
also agreed to consider the format our presentation should take.
The second meeting o f our group was a very disconcerting experience. Everyone bought 
back a lot o f research and instead of helping us to devise a format for the presentation, this 
seemed to merely expand the topic beyond feasibility. I was very aware that we only had a 
twenty minute slot for the presentation itself and I was wondering how we would condense 
all the material at this stage.
This was by far the most uncomfortable week of the PPLDG group. A couple o f views were 
expressed regarding the format o f the presentation by a more confident member o f the 
group who, I believe through anxiety and the stress associated with starting the course, was 
very forthright in putting her view across and was uncompromising and unwilling to 
negotiate. I found this session excruciating and I was made aware of how service users 
must feel when they are forced into a particular model o f therapy they disagree with; 
totally opposed to it and yet not strong, secure and confident enough to do anything about 
it.
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Our third meeting was much calmer altogether and I believe this was largely due to the 
returned presence of our group facilitator, who had been absent the previous week. We 
decided on a firm approach to, and format for, the presentation, and our facilitator was 
able to  give us constructive feedback and highlight issues which we needed to consider 
which reassured all of us and made us feel we were back on the right track. I was 
encouraged that the stronger characters in the group were more constrained and this gave 
me courage to ask a few questions and to offer suggestions, which I had previously felt 
unable to do. I suggested that one format for the presentation may be to video it. I 
suggested this as I was worried about quality control and fe lt a need to ensure the 
presentation looked professional and of a high standard. I also acknowledge that part o f me 
suggesting this was linked to the fact that my partner would be able to film and edit the 
presentation for us. I fe lt a strong need for additional support and I wanted him to meet the 
people and the place that had invaded so much of my life and thoughts over the last few 
weeks. It was agreed that some of the presentation would be filmed and I think this was 
very helpful to the two members of the group who most feared public speaking and were 
not keen at all on the idea of presenting 'live'.
The theme of past, present and future was devised out o f the initial discussions relating to 
our thoughts about change. We decided to focus on two futures, one where Clinical 
Psychologists had an influence and one where they didn't, and we tackled all these areas in 
four pairs- assigning each era to a pair. For me this was where the task became fun. There 
was a real purpose behind what we were doing and the finish line was in sight. I also began 
to relax. Having come from such a responsible job, I hadn't been able to shake the feeling 
that if the presentation failed it would be my responsibility. When other pairs began to 
bring their work in and I saw how high the standard was I relaxed, and we worked hard 
over the coming weeks to prepare our presentation.
The presentation itself was a big success. We received good feedback both from other 
groups and from our assessors which was a very rewarding feeling. I was very aware o f a 
feeling o f 'all is forgiven'. It didn't matter what difficulties had gone before in our group- we 
rejoiced in our victory and jo int relief at having 'survived' the whole process.
Impact on clinical practice
I was able to use my early discomfort in the group to remind myself to speak up in my 
placement. I found that my recent experience in the group, where I was too shy to ask for
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clarity and then fe lt very confused and anxious, encouraged me to ask for clarity of some 
issues at a meeting with my supervisors. Although I was aware that it was a relatively 
common fear, (Stein et al, 1994), this experience also highlighted the need for me to face 
my fear of speaking in groups and so I arranged to conduct a teaching session at one of my 
placement's team meetings. Although this experience would not be comfortable, I planned 
to use the positive experiences I had when I had spoken in our PPLDG group as a reminder 
that there was nothing to fear when speaking in groups and that the outcomes could be 
very positive.
Thinking about the issues around change made me consider the role that change would 
have on my clients, and also the influence my expectations of their changing would have on 
them. It sometimes seems that there is a constant expectation that there should be a 
measurable 'improvement' or positive change for clients following therapy. Particularly in 
services working within a Cognitive Behavioural Therapy framework, as both of my 
placements are, there is a real focus on the client achieving change. Indeed, CBT is solely 
discussed by the Royal College of Psychiatrists in terms of changing what we think or do. 
(Timm, 2005) This exercise made me realise just how easy it is to fall into the trap of feeling 
you must somehow make people change and that if they feel the same at the end of 
therapy then you, as their therapist, have failed in some way. I began to consider how this 
would make service users feel and I also wondered how much of that pressure drives the 
work that we do with clients- do we ever ignore their needs in the pursuit o f positive 
change? If people cannot change does that mean they cannot be helped? This experience 
reminded me that for some people the purpose o f therapeutic space is simply that; a space. 
They do not need to achieve dramatic changes in order to find therapy purposeful, and for 
many people who have suffered traumatic upheaval in their life, providing a safe space and 
a consistent appointment time may be far more important than trying to invoke change in 
them.
Examining my relationship to change made me consider the future of the Clinical 
Psychology profession which I was entering into. Many trainees had discussed with me their 
feelings of insecurity around the future of psychology within the NHS. The perceived 
helplessness of this situation and the idea of a future that is dictated to oneself with no 
choice or control was frightening. I realised just how much I want to be involved in any 
changes that our made. It no longer felt enough to get trained, get a job in the NHS and 
then stay there, and this no longer seemed a viable option. The presentation made me
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realise that I wanted to be involved on every level of any process or initiative that will affect 
my future and that will impact on any future clients I may see.
Final thoughts
W orking on the presentation led me to  consider aspects o f my own relationship to  
change th a t I had never previously considered. It also provided me w ith  real insight 
in to  the w ider consequences o f change and how  im portan t it  is no t to  stand back 
and le t change happen- change is something to  be involved in, on every level.
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Appendix 1.
Minutes from first meeting showing core themes (highlighted) identified to be researched.
Personal and Professional Learning and Development Group 
Exercise 1: The relationship to  change'
Meeting 1: 23/9/08
Present:
Initial discussions around the different levels of change led us to decide to focus on the 
wider issues, including how the concept o f change applies within in the NHS, in our training 
and as Clinical Psychologists.
Brainstorm 'defining change':
>  Involves an acceptance of the inevitability that change naturally occurs (e.g., from 
an evolutionary perspective) and can be positive.
>  What happens if we don't change? -  getting left behind.
>  Change as an ongoing process.
>  Control as an important factor in our want and ability to make changes -  if we feel 
we have more control we are more likely to actiely engage in change.
>  Motivation -  internal/external, individual versus systemic/organisational agendas 
and how this affects change.
>  Presentation and management o f change -  need for people to feel involved and for 
information to be filtered down (i.e., from management level)
>  Measurement/evaluation/outcome
>  Power -  who holds it in the process of change? -  differing values can be imposed 
on others (e.g., western values in england imposed upon other cultures).
>  How can we use our power as psychologists to make changes?
>  Current changes in the NHS
>  Wider political/economic/social climate, possible changes and consequences
>  Constraints on change -  conflicts of values, priorities (e.g., funding based on cost- 
effectiveness vs service user need).
>  Taking risks
>  'Resistance' to change based on; fear (due to previous bad experiences), 
personality factors (attachments)
Themes that emerged:
>  Control
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>  Power
>  Change as a continuous process
>  Collaboration
>  Clarity and information-sharing
>  Evaluation/follow-up
>  Motivation and expectations
>  Psychologists role
>  Gender differences
>  Age -  linked to life events and milestones (e.g., retirement)
>  Diversity -  culture
> Economic climate
Tasks for next week:
Think more about the above themes and how we might incorporate them into our 
presentation. Bring notes (1 side of A4) to discuss:
-  motivation + evaluation 
-co n tro l and power
-  diversity (gender, age, culture)
- evaluation
-collaboration + expectations
-  psychologists role + clarity and information-sharing
Plus ideas for the format o f the presentation.
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Introduction
This account focuses on my experiences and reflections of working within a mixed-cohort 
group on a problem-based task. The 'problem' that we were given to consider was headed 
'How do we know if lAPT^ is working?'. The task itself was to prepare a consultancy report 
on how the effectiveness o f lAPT can be assessed. The group was formed of trainees in 
their second and third years of training. In preparing for this reflective account, I have 
considered many different issues such as the diversity of the members that formed the 
group, the way we approached and presented the task, and the knowledge and different 
perspectives that were uncovered. However, for the purposes of this account, I am focusing 
on the two areas that for me represent the most significant aspects of the group task.
These areas are my immediate experience in the group, and my decision to miss the final 
presentation.
Mv immediate experience in the group.
I was immediately struck by the differences between this group and the first group I worked 
with on a PBL task last year. In the previous group, the atmosphere had been hesitant with 
people feeling reluctant to take the lead for fear of appearing dominating. Within this 
group however, there was a real sense of the third years leading the group. They began to 
discuss the task amongst themselves and were making some quite final decisions and 
directive comments without opening out the discussion to include those from my cohort. I 
fe lt as though the third years were, somewhat justifiably, marking themselves out as the 
experts with the previous experience and so were discussing the task in these terms. I was 
reminded of experiences on placement when teams began discussing clients and I did not 
know who they were discussing or what protocols they were using. It is very difficult to 
interject with your own viewpoint if you are in the presence of those who are presenting an 
expert view. This is a valuable lesson to remember when working with clients, as our 
'expert' voice may silence theirs.
I quickly became aware of the strong negative views held by some group members about 
the Improving Access to Psychological Therapies (lAPT)^ programme. I fe lt that they were
 ^Improving Access to Psychological Therapies
 ^For the purpose o f this reflective account, the I APT programme will not be explained in detail here 
however further information can be found at http://www.iapt.nhs.uk/
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perpetuating some unhelpful stereotypes that have surrounded lAPT since its initial 
introduction, for example, that the sole purpose of lAPT was to get people with anxiety and 
depression back to work as soon as possible. These beliefs are not only false, but they 
create resistance to the programme being accepted in a wider NHS context (Goeting, 2009). 
This experience was synonymous with the first time I heard a course team member speak 
derogatively about lAPT and how surprised I'd been by their attitude.
My involvement with the various organisations behind lAPT meant that I had followed both 
the thought processes behind and implementation of lAPT and so, prior to the course, I had 
only ever heard lAPT discussed in relatively positive terms. My own understanding o f lAPT 
was that it was an extremely positive promotion of mental health and would provide 
individuals with autonomy over their care (Turpin et al 2006). The new pathways of self­
referral would open access to therapies and to  help people understand that it is natural to 
feel depressed and anxious at times, and that lots of people feel the same way, thus 
diminishing the crippling isolation and stigma that contributes so heavily to people's illness 
(Dinos et ai, 2004).
However this positive view of lAPT was not shared by my group. One group member talked 
about putting people through the 'lAPT machine' and how lAPT placed the problem onto 
the individual. There followed lots of derogatory comments about how useless lAPT was 
and how quickly it would fail.
Everyone else seemed to be agreeing and nodding and it was becoming more and more 
difficult to open out the discussion. Eventually I tentatively raised the fact that I actually 
saw lAPT as a very positive and helpful step forward in the field, and asked that our group 
did not solely focus on negative interpretations as it wouldn't be a true representation o f 
everyone in the group. It was quite out o f character for me to assert myself in that way but 
I fe lt it was important to do so if I were to feel a part of the group. Also I saw an opportunity 
to put forward a more positive viewpoint o f lAPT, particularly as we would be making a 
public presentation to other trainees and members o f the course team. Given that when 
we qualify from the course we are expected to adopt managerial posts, I feel it is vital to 
support new initiatives and ideas. How can teams expect to succeed with new initiatives 
unless their managers are behind them? Staff feel threatened by change and so are 
reluctant to engage with new initiatives (Plamping, 1998). However, the NHS is not a
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problem -free system, and where problems exist, so changes need to be made. It seems 
shortsighted to think that one can ignore problems and they will disappear.
There was a moment of discomfort within the group following my disclosure o f my views of 
lAPT from which the group quickly recovered. However it then became clear that a lot of 
the work was going to fall to the second years. There was a sense that the third years were 
unwilling to contribute any time or effort to something which they felt so disparaging 
towards. Phrases such as 'the bare minimum' and 'just doing enough to pass' were used 
and there was an immediate acceptance of that in my group which I found uncomfortable, 
but equally understood. I thought ahead to my third year and wondered if I would be 
putting a lot of effort into a PBL project that I would be completing amidst MRP recruitment 
and other stresses.
I felt that having raised my viewpoint in the group, the onus was now on me to somehow 
'sell' lAPT to the group and to prove my viewpoint right, even though no such onus fell on 
them to provide evidence for their views.
Following my immediate experience in the group, I contacted a colleague who is the course 
director for a low-intensity lAPT training course for further information. I also forwarded 
some documents outlining the purpose of lAPT to try and counter some of the stereotypes 
held by the group. It was indicative o f the groups' attitude that they were only read by one 
group member. It was as though those who were so against lAPT could not even 
countenance another viewpoint. We discussed this quite openly in the group and talked 
about how threatened psychologists felt at the moment and how insecure they felt about 
the future, and so instead of being something positive to engage with it was viewed merely 
as yet another threat designed to take away jobs and diminish the profession. There was a 
sense that this attitude and fear had not existed before one started training and so we 
discussed whether this was a training issue, as we were being asked to consider these 
things at our most vulnerable and powerless point. It was useful to have this discussion as it 
highlighted that lAPT had become the embodiment of all the insecurities and issues that 
were actually very separate issues to the principles of lAPT itself and which, given different 
feelings about ones own profession and employment prospects, one might feel quite 
differently about. This felt like a really important discussion to have, and those who were so 
against lAPT began questioning what was behind their feelings.
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Missing the final presentation.
Another key moment for me in the group was my decision to miss the final presentation. I 
discovered that my MRP panel review was scheduled for the same afternoon as our 
presentation and I fe lt that even if we changed our allotted slot so that I could attend the 
review I just felt that it was too much to cope with. I find speaking in groups quite stressful 
and very draining and I wanted to be able to focus and feel energised for my MRP panel 
review meeting. I therefore made the decision to talk to the group and explain that I didn't 
feel I could do both and so I was putting myself first and was not going to be part o f the 
presentation.
It was a very alien experience for me to put my needs first and I felt as though I was letting 
the group down but equally I was aware o f the importance of my MRP. I knew that I 
wanted to feel focused and ready for that meeting and I knew I would only become more 
and more anxious about having to handle both on the same afternoon.
As our group meetings were fairly sporadic and I wanted to let the group know my decision 
as soon as possible, I sent out a group email. I was overwhelmed by the kindness of the 
response. I had anticipated anger and disappointment from the group but instead I 
received understanding and support. The below response was particularly helpful to me 
and made me feel understood:
"Don't worry about this at all, not one little bit. This course is all about choosing your battles 
so that you don't lose your mind, and your biggest battle on that day is the MRP interview. 
You've already contributed a huge amount to the task and we'll find a way to integrate your 
part in the presentation. It's really no problem at all.
Best wishes, Claire"^  x"
I fe lt that people in my group genuinely understood why I couldn't do both, and did not see 
it as an excuse, nor try to force me into it.
From this experience I learnt that it is ok to put my own needs first, and that people will not 
only understand but will support and encourage me to do so. There was recognition from 
the other group members that this would not only benefit me but also the group. There is 
evidence to suggest that putting individuals through experiences they want to avoid is
For purposes o f anonymity the group member’s name has been changed.
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damaging to both the group and the experience (Gladstein, 1984), and I fe lt the group 
empathised with this. I was pleased that despite holding differing views to others in the 
group they were happy to support my decision and express their understanding. I also felt 
proud to be applying learnt clinical skills to my own personal experiences. It was recent 
mindfulness training that taught me about putting myself first and not doing things for fear 
of others reactions (Kabat-Zinn, 1990). This was such a positive lesson for me to learn and I 
feel I can apply this experience to many different areas of my life, both professional and 
personal.
Anal reflections
In writing this account, I am struck by the changes in myself, both professionally and 
personally. I feel more confident in my clinical skills and opinions and this new found 
confidence has allowed me to stand firm on issues, even when those around me disagree. 
This is a big change from a year ago when I would have remained quiet in the group but 
then resented a group opinion being presented that was not my own. This experience also 
allowed me to practice prioritising my own needs, with positive outcomes. This will be 
invaluable for me when balancing the many different demands that come with the role of 
qualified Clinical Psychologist. I was reminded that my clients may not feel able to  disagree 
with my 'experf voice and the need to be mindful of this and to not let my voice silence 
theirs. Overall this PBL felt empowering and I am looking forward to carrying forth the 
lessons I learnt from the experience.
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Personal and Professional Discussion Group Summary 1- Year 1 
Summary.
This Personal and Professional Learning Discussion Group (PPLDG) process account is 
divided into three areas. Firstly the account discusses the group processes and examines 
the changes in communication style and interaction that the group underwent across the 
year. Secondly the account focuses on my role in the group and how this role influenced me 
and my clinical practice. Lastly, the account focuses on the impact of the group on my 
clinical practice, relating specifically to key incidents.
The account examines the group processes in terms of Toseland and Rivas' (2005) model of 
group development which examines different stages of group communication. This section 
also considers the differing power dynamics between dominant group members and our 
group facilitator and the consequences of these interactions.
In terms of my role in the group, the account focuses on a specific incident which I felt 
shaped my role in the group and, as such, my experiences stemming from it. The way that 
the PPLDG group has affected my clinical work is a theme throughout the account, but is 
discussed specifically in terms of both practical and emotional support through different 
placement issues.
Reflecting on the group in this way has given me an opportunity to consider how the group 
is used and highlighted areas for future discussion within my group.
(216 words)
56
Academic Dossier URN 6073415
Personal and Professional Discussion Group Summary 2 -  Year 2 
Summary.
This process account examines the change in group dynamics and process that my Personal 
and Professional Development (PPD) group underwent throughout the second year of 
training.
There was a major disruption in the group which caused me to withdraw from the group 
and this account considers the implications of this, and how one might handle a similar 
situation differently in the future. The issue of group size is also considered as an important 
factor in providing a safe space for group discussions and team working, and links are 
drawn between the PPD group and allocation meetings run on placement.
The impact of having a new facilitator and the positive gains that resulted are also 
considered as well as the direct impact this had on my own clinical practice, as I was able to 
model my own group on my experience of our group facilitator.
Overall I feel our group went through some significant changes but hope that these will 
serve to make us a stronger group for the challenges that lay ahead in our third year. I have 
also considered my own contribution to the group and how I may like to change my 
approach for the final year of training also.
(202 words)
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Summary o f all Clinical experience gained on placements
Adult Mental Health Placement
Dates: October 2008 to September 2009 Setting: Adult Primary Community Mental
Health Team (PCMHT) (1)
Adult Chronic Fatigue Specialist Service (1)
Summary o f experience
Clinical work: Within the Adult PCMHT I worked with clients with a variety of disorders 
including, Depression, Anxiety, Borderline-Personality Disorder, Obsessive Compulsive 
Disorder and Psychosis. I worked with the early-interventions team and co-facilitated a 
personality issues consultation group with my supervisor to help staff who were managing 
a difficult caseload. Within the Chronic Fatigue Service (CFS) I saw individuals on a one-to- 
one therapy basis and I also co-facilitated a group with an occupational therapies and a 
Clinical Nurse Specialist. I learned neuropsychological assessment skills and completed 
WAIS III assessments, as well as administering various psychometric measures.
Whilst on placement I further developed my clinical skills in assessment, formulation and 
intervention which centred on a Cognitive Behaviour Therapy approach, but included 
systemic and psychodynamic thinking. This placement allowed me to expand on pre­
training experience of working within a health-psychology setting. Formal monitoring o f risk 
management was standard practice with all clients, and I gained experience o f working with 
those considered at high risk.
Teaching and presentations: Within the PCMHT I delivered a session on working with those 
with Chronic Fatigue Syndrome and other health psychology approaches. Whilst on 
placement within the CFS service I completed my service-related research project (SRRP) 
and presented my findings to the service.
People with Learning Disabilities Placement
Dates: October 2009 to April 2010 Setting: Learning Disabilities Team (LDT)
Summary o f experience
Clinical work: Whilst working within the LDT, I worked with clients with varying difficulties 
ranging from mild impairment to extreme and challenging behaviour difficulties. I worked 
with families and care staff as well as individual work with clients. I also developed 
neuropsychological assessment skills, and conducted dementia and cognitive ability
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assessments. I learnt how to adapt my existing skills to suit clients with learning disabilities 
and gained experience of conducting observations and involving staff in the assessment 
process. This placement provided an opportunity to engage in multi-agency working and I 
gained a wide variety o f experience including working with social services and contributing 
to multi-disciplinary assessments. I also conducted service audits and wrote a leaflet 
entitled 'Physical health and anxiety for those with learning disabilities' which formed part 
of a series of leaflets published by the Trust.
Teaching and presentations: I presented a one-day workshop on coping with death for staff 
working in a care home for those with learning disabilities.
Older Adults Placement
Dates: April 2010 to September 2010 Setting: Older Adult Psychology Team 
Summary of experience
My Older Adults placement provided me with an extremely varied experience. I gained 
extensive neuropsychological skills and worked assessing dementia and cognitive decline 
ranging from mild to moderate and severe. I worked with care staff and provided 
consultation to the multi-disciplinary team on a variety o f issues including working with 
those with a fear of falling. I conducted an eight week 'mindfulness' group for clients 
attending the day hospital.
Teaching and presentations: I conducted a mindfulness workshop to a group of clinical 
psychologists undergoing Dialectical Behaviour Therapy training.
Child and Families Placement
Dates: October 2010 to September 2011 Setting: Family Advice and Support Service (FASS) 
Summary o f experience
Clinical work: The FASS service follows a consultation model and so I worked in a consulting 
position throughout my placement. I provided consultation with parents, schools, social 
workers and extended family members on managing transitions and resulting challenging 
behaviour. I also worked on a one-to-one basis with children with varying difficulties 
including anxiety, self-harm, school non-attendance and dealing with parental separation. I 
learnt to adapt CBT models to suit children o f varying ages and also used systemic 
interventions and psychodynamic thinking. This placement provided me with the
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opportunity to work with art therapists and educational psychologists as well as team 
members from other disciplines.
Teaching and presentations: I conducted a workshop for the 'Service Development Day' 
entitled: 'Working with parents of children with anxiety'.
Advanced Competencies Placement
Dates: October 2010 to April 2011 (1) Setting: Specialist Psychology Service (SPS) for
Recurrent Depression and 'Treatment Résistan f  
Obsessive Compulsive Disorder (1)
Dates: April 2011 to September 2011 (2) Setting: Older Adults Psychology Service (2)
Summary o f experience
Clinical work: Working within the SPS team I gained experience o f working with those 
affected by chronic and extremely severe disorders. I also worked with clients who had an 
extensive history o f unsuccessful therapy/ intervention and who had been labelled 
'treatment resistant'. The complexity of my case load on this placement was by far the 
most challenging o f all my placements and I developed skills o f risk management and 
working with those with considered 'high risk' and actively self-harming. I worked with the 
family therapy team and provided consultation to various MDT staff.
I worked using disorder-specific models for treatment and worked with a number of 
individuals o f varying ages who had a diagnosis o f severe OCD or depression.
I completed my Advanced Competencies placement within the Older Adults service. Again I 
further developed my neuropsychological skills through assessing more complex clients and 
those with multiple and enduring difficulties. I also provided consultation to care-home 
staff and to the MDT team regarding individuals and the development of the service.
Teaching and presentations: I presented my major research project to the SPS service.
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Summary o f case report 1 completed during Adult Mental Health placement- Year 1 
Case Report 1: Summary
This case report details the work conducted with a woman in her early forties presenting 
with a specific phobia o f heights. For confidentiality purposes the client's name has been 
changed and she will be referred to  as Abigail throughout the case report.
At assessment Abigail disclosed that she was experiencing panic attacks whenever she had 
to drive at height, for example, over bridges or on the top levels of multi-storey car parks. 
Following assessment, it was decided together with Abigail and my supervisor, that a 
Cognitive Behaviour Therapy (CBT) approach would be most suitable in addressing her 
panic attacks and reducing her anxiety.
During the first two CBT sessions, Abigail disclosed a problematic relationship with her 
sister, which was causing her distress, and so it was collaboratively decided to depart from 
the work on her panic, and address the issues surrounding her relationship w ith her sister. 
This work was conducted using a systemic approach and took place over two sessions. 
Following these two sessions, Abigail felt the issues had been resolved and so we returned 
to the CBT intervention focused on reducing her anxiety and associated panic attacks.
At the time of writing this case report I had seen Abigail for a total of 6 sessions, with two 
sessions outstanding.
Word count: 214 words.
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Summary o f case report 2- completed during Adult Mental Health placement -  Year 1 
Case Report 2: Summary
A case report focusing on the deliverance of cognitive-behavioural therapy (CBT) within an 
eight-week lifestyle management group for adults with chronic fatigue syndrome. The life­
style management group was co-facilitated by an occupational therapist and a clinical nurse 
specialist as well as the author and her supervisor. This report details the cognitive- 
behavioural therapy elements o f the group programme and details the evaluation of the 
impact of the group on participants' anxiety, depression and self-efficacy. The report also 
examines some of the anticipated group processes and compares with the actual group 
processes that took place. The reflection looks at the impact of the group and the 
challenges of working under constant observation and within a multi-disciplinary approach, 
as well as highlighting the rewards of this work undertaken.
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Summary of case report 3 completed during People with Learning Disabilities placement- 
Year2
Case report 3: Summary
A case report focusing on the assessment of a lady in her early fifties with a diagnosis of 
severe-significant learning disabilities and autism. The report details the assessments 
carried out in order to understand the underlying causes to recent changes in behaviour. 
The assessment consisted o f a Weschler Adult Intelligence Scale III (WAIS III), a dementia 
screening assessment, and measures of anxiety and depression adapted to suit the clients' 
needs.
Overall the assessment was successful and it was concluded that the client was not 
suffering from a cognitive decline and that the changes in behaviour were more likely to be 
caused by depression resulting from a recent fixation on not expressing any negative 
emotion. The report also details minutes of a meeting held to make recommendations for 
how to help the client overcome this depressive episode and thus hopefully reduce the 
changes in behaviour.
(Word count 147)
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Summary o f case report 4 (oral case presentation) completed during Older Adults 
placement- Year 2
Summary of Oral Case Presentation
The client chosen for this presentation was an eighty eight year old lady who had been 
referred for an assessment to gauge her suitability for attending a memory clinic. This client 
was chosen because she represented many challenges that I would not have felt confident 
enough to work with at the beginning of training. For example, my client was in the early 
stages of dementia. She had no insight into her memory difficulties or cognitive decline, 
and became instantly disengaged if you wanted to discuss her memory. My client was 
unable to retain new information, and yet my task in working with her was to assess her 
memory, explain her assessment results and try and explain the reasons why I felt the 
memory clinic would be useful, w ithout causing a disruption in our relationship and without 
her disengaging and prematurely ending the session with me.
My choice to present this client also represents a large shift in my attitude and a huge 
growth in my development as a clinical psychologist. When I first started my Older Adults 
placement I was concerned about the emotional impact on me, following a series of 
personal events, and I approached the placement with caution and trepidation. However, I 
had one o f the most enjoyable experiences I have had to date on training, and feel that I 
learnt a great deal about my own approach to work.
It was interesting for me to reflect on how my work habits and attitudes have changed, and 
how this has impacted on my development as a clinical psychologist. I feel I have developed 
new skills and confidence in abilities that I wouldn't have predicted prior to this placement, 
and that these new found abilities will provide a foundation for me to continue to grow 
post-qualification.
These new found skills enabled me to have the confidence to present a piece o f work with a 
client which was not perfect but which was challenging and enjoyable, and highlighted 
many lessons learnt throughout this placement, and throughout training more generally.
Word count: 334
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Summary o f case report 5 completed during Advance Competencies placement- Year 3 
Case Report 5: Summary
This case report details the work completed with an 18 year old male diagnosed with 
severe and complex Obsessive-Compulsive Disorder (OCD) within a specialist psychology 
service. The client had been receiving input from his local community mental health team 
(CMHT) but his OCD had been deemed too severe and so he was referred to the specialist 
psychology service for treatment o f his OCD.
The main areas of difficulty being experienced were contamination fears related to food, 
religious obsessions leading to extensive neutralising rituals and an inflated sense of 
responsibility.
The treatment approach consisted o f a combination o f model-specific cognitive behavioural 
therapy (CBT) and work focussing on the client's parents and their behaviour, which was 
inadvertently exacerbating some of the client's OCD symptoms and behaviours. As part o f 
the treatment plan, the family were referred to family therapy, and some consultation work 
was carried out with the family therapy team to help support this work.
The treatment was successful and a comparison of pre-treatment and post-treatment 
measures indicates a significant reduction in symptoms for the client.
Word count: 176
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Research Log Checklist
1 Formulating and testing hypotheses and research questions y
2 Carrying out a structured literature search using information technology and 
literature search tools
y
3 Critically reviewing relevant literature and evaluating research methods y
4 Formulating specific research questions y
5 Writing brief research proposals y
6 Writing detailed research proposals/protocols y
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
y
8 Obtaining approval from a research ethics committee y
9 Obtaining appropriate supervision for research y
10 Obtaining appropriate collaboration for research y
11 Collecting data from research participants y
12 Choosing appropriate design for research questions y
13 Writing patient information and consent forms y
14 Devising and administering questionnaires y
15 Negotiating access to study participants in applied NHS settings y
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS y
18 Choosing appropriate statistical analyses y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews y
23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
26 Presenting research findings in a variety of contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
y
30 Applying research findings to clinical practice y
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Service Related Research Project.
A service evaluation of an eight-week Lifestyle Management
Programme run by a
Chronic Fatigue Service.
Adult Mental Health Placement 
Year 1
Word count: 2978.
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Abstract
A service evaluation was conducted, examining an eight-week lifestyle management 
programme run by a Chronic Fatigue Service. Data was collected from participants, (N= 75) 
using standardised measures that form part o f the National Minimum Dataset for Chronic 
Fatigue Syndrome (CFS) and include the Chalder Fatigue scale, the Hospital Anxiety and 
Depression Scale (HADS), the Short Form 36 Health Survey (SF-36)and the Pain Visual 
Analogue Scale (VAS). A Self-efficacy questionnaire (adapted from Nicholas, 1988) was also 
used.
Descriptive statistics were run on the baseline data, in order to provide the service with 
pre-intervention data. Paired sample t-tests were then executed between baseline and 1- 
month data, 1-month and 12-month data, and baseline and 12-month data.
Significant differences were noted between baseline data and one-month follow-up data 
for the Chalder total score (.014, P<0.05) and the self-efficacy measure (.001, P<0.05).
McNaemar tests were used to examine shifts in clinical case status and a significant 
difference was found between the baseline and 1-month follow-up data for HAD 
depression scores (0.035, p<0.05) meaning some participants no longer met the clinical 
criteria for depression on the HADS measure.
The service evaluation provided baseline data o f group participants, and highlighted any 
improvement or indication o f change in symptoms. However, it was thought that the 
number of participants with complete datasets was too small to show significant statistical 
differences. Therefore the service will continually monitor and analyse the data when 
future groups are run in order to gain a true insight into the impact o f the programme.
(249 words)
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1. Introduction
Chronic Fatigue Syndrome (CFS)/ Myalgic Encephalomyelitis (ME) affects at least 0.2-0.4% 
of the population (NICE, 1997). Individual's with CFS suffer from physical symptoms such as 
fatigue, malaise, headaches, and sleep disturbances. White et al (2000) found that adults 
with CFS often also had fibromyalgia syndrome, which involves both widespread and 
localised muscle and connective tissue pain. CFS has been linked with higher depression 
and anxiety than other chronic illnesses (Smith et al, 2003). This finding supports Pepper et 
al's (1993) work, which found adult patients with CFS suffered much higher and more 
severe depression than a comparison group who had a diagnosis o f Multiple Sclerosis. 
Fowler et al (2006) also found a significant link between disabling fatigue and high 
depression.
It is common for individuals with CFS to notice increased depression and anxiety and these 
are recognised as part of the diagnostic criteria for CFS, as opposed to a consequence of 
having CFS (Abbey & Garfmkel, 1991). CFS also has a debilitating effect on an individual's 
social life, causing a decline in social and physical activities. (Carter et al, 1999).
The cause o f CFS/ ME and the process of the disease are not fully understood and this has 
led to difficulties for health professionals, as the lack of clarity has led to unhelpful and 
potentially harming advice being given to clients with CFS/ME (Kinsella, 2007).
In August 2007, NICE released new guidelines for the diagnosis and management of CFS/ 
ME in all age groups. The general management strategies for adults include the following:
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Sleep management 
Rest periods 
Relaxation 
Pacing o f activity 
Diet
Education and employment 
Referral to specialist CFS/ ME care
Cognitive Behavioural Therapy (CBT) and/or Graded Exercise Therapy (GET) - (states 
CBT should be offered on a one-to-one basis if possible).
Management o f setbacks and relapses 
Review and ongoing management.
The Chronic Fatigue Service is a specialist service providing a number of different services 
for those with CFS/ME. These services include individual CBT and an eight-week Lifestyle 
Management Programme (LMP). The LMP takes a biopsychosocial approach to CFS, using 
CBT principles, and incorporates all aspects o f the recommended NICE guidelines.
The CFS team had run 13 groups, with standard format and content, since 2006. Data had 
been collected from 8 of these groups but the service had been unable to collate and 
analyse the data due to time constraints. Whilst NICE guidelines do not specifically 
recommend groups for the treatment of CFS/ME, it does recognise the importance of 
groups, as the CFS guidelines state that information about local, national self-help and 
support groups should be offered to people with CFS/ME and their carers. (NICE, 2007)
NICE also asks if there are more efficient ways of delivering standard methods of care. It 
was therefore o f benefit to investigate the effectiveness and impact o f the groups that the 
CFS service ran, to check they are delivering the standards of care recommended by NICE in 
an effective way.
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2. Aim. Hypothesis and Research Question
2.1 Aim
The aim of the study was to evaluate the eight-week Lifestyle Management Programme run 
by the Chronic Fatigue Service.
2.2 Hypothesis
The service hypothesised that there would be differences in psychological and physical 
symptom scores for participants as measured by the Chalder Fatigue scale (Chalder etal, 
1993), the Hospital Anxiety and Depression Scale (HADS) (Zigmond & Snaith, 1983), the 
Short Form 36 Health Survey (SF-36) (McHorney, 1993), the Self-efficacy questionnaire 
(adapted from Nicholas, 1988) and the Pain Visual Analogue Scale (Price et al, 1983), across 
the different time points.
2.3 Research Questions
1. What are the psychological and physical benefits o f the eight-week Lifestyle 
Management Programme on participants within the Chronic Fatigue Service?
2. Are the psychometric measures helpful in identifying any psychological and physical 
health changes?
3. Method.
3.1 Participants.
All participants who completed the eight-week programme data were included. Participants 
who missed two or more session's data were excluded.
3.2 Measures.
The measures were taken from the Minimum Dataset for CFS, which is a nationally used set 
o f questionnaires including the Chalder Fatigue scale^, the Hospital Anxiety and Depression
 ^Chalder, T., Berelowitz, G., Pawlikowska, T., Watts, L , Wessely, S., Wright, D , and Wallace, E P , 
(1993), Development o f a fatigue scale. Journal of Psychometric Research, 37, (2), pl47-153.
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Scale (HADS)®, the Short Form 36 Health Survey (SF-36)^ and the Pain Visual Analogue 
Scale®, Also a Self-efficacy questionnaire (adapted from Nicholas) ® was included.
3.3 Procedure.
The study used a repeated measures design. Measures were completed by participants at 
three time points, once prior to starting the programme, secondly at the one month follow- 
up and thirdly at the twelve month follow-up to the programme. At the time of conducting 
the service evaluation, not all groups had completed a 12 month follow-up.
Once data had been collected, all questionnaires were then scored and totals for each 
measure calculated.
3.4 Data analysis.
Given the number of variables and the repeated measures element, a MAN OVA could be 
considered to be the most appropriate method of data analysis. However, upon 
consultation with statisticians, this was rejected. The MANOVA rejected all those without a 
complete dataset which meant the overall analysis was extremely limited as only 26 
participants had a completed dataset at all three time points.
® The HADS is a self screening questionnaire for depression and anxiety. Zigmond A, and Snaith RP, 
(1983) The hospital anxiety and depression scale. Acta Psychiatrica Scandinavica., 67(6), p361-70.
 ^The SF-36 is a multi-purpose, short-form health survey consisting of 36 questions It is a generic 
measure, as opposed to one that targets a specific age, disease, or treatment group. McHorney, C.A., 
Ware, I.E., and Raczec, M.E., (1993), The MOS 36-item Short-Form Survey (SF-36). II. Psychometric 
and clinical tests of validity in measuring physical and mental health constructs. Medical Care, 31, 
P247-263.
® A Visual Analogue Scale (VAS) is a measurement instrument that tries to measure a characteristic 
or attitude that is believed to range across a continuum of values and cannot easily be directly 
measured. For example, the amount of pain that a patient feels ranges across a continuum from  
none to an extreme
amount of pain. Price, Z.D., McGrath, P.A., Amir, R., and Buckingham, B., (1983), The validation of 
Visual Analogue Scales as ratio scale measures for chronic and experimental pain, Journal o f Pain, 17, 
(1), P45-56.
 ^The Self-Efficacy Questionnaire is adapted from Pain Self-efficacy Questionnaire, Nicholas, M.K., 
(1988), An evaluation of treatments for chronic low back pain (dissertation), Sydney, Australia: 
University of Sydney.
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It was decided to break the data down into single variables and conduct paired t-tests 
across the different time points. A Paired t-test was suitable as each test could be 
conducted on one measurement variable (e.g. HADS) and two nominal variables (e.g. each 
different individual and each time point). (For further information please see Appendix 1).
Descriptive statistics were run on the baseline data, in order to provide the service with 
information on who was attending the groups. Paired sample t-tests were then executed 
between baseline and 1-month data, 1-month and 12-month data, and baseline and 12- 
month data
Todd (1996) highlighted the importance of considering clinical as well as statistical 
significance. Consequently, the HADS data was categorised into 'case' or 'not case' 
categories, to indicate those that met clinical case criteria on the HADS measure. A 
McNemar^° test was then conducted on the categorised data to see if a significant change 
in 'case' status occurred following the programme. Other variables were not categorised 
and analysed in this way as clinical status cut-off points were unknown.
4. Results
4.1 Baseline data collated from pre- Intervention measures.
Table 1 (below) shows the baseline mean scores for those attending the programme pre- 
intervention.
Table 1: Overview of participant's data at baseline- the 'pre' measures.
All those w ith pre­
data available (N)
Mean
Score
Minimum
Score
Maximum
Score
Std.
Deviation.
HAD-A 75 10.21 1 20 4.814
HAD-D 75 9.75 2 20 4J55
Chalder
Total
75 23^4 5 33 8 107
SF36 75 1752 4 29 4502
Pain VAS 74 35.78 0 100 30595
10 The McNemar test is a non-parametric method used on nominal data which was used to determine 
whether there were changes in the number o f participants who met the criteria for clinical case status.
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Self 66 2551 1 53 11.540
Efficacy
4.2 A comparison o f baseline data and 1-month fo llow  up data.
As indicated in Table 2 (below) a significant difference was identified between pre data and 
one-month follow-up data for the Chalder total score. (.014, P<0.05). A significant 
difference was also identified for the self-efficacy measure (.001, P<0.05). It was noted that 
although not statistically significant, an indication of change was observed between the pre 
and one-month follow-up scores for the SF-36 measure. (.064, P<0.05).
Table 2: Comparison of pre-data and 1-month follow-up data.
All those w ith pre and 1 month 
f/up  data available (N)
Pre
data
(mean)
1 month
data
(mean)
Difference Sig. 2- 
tailed
HAD-A 45 9.11 9.96 -.844 .695
H a d -D 45 8.93 8J3 .200 .919
Chalder
Total
45 24.04 l & l l 5.933 .014
SF36 45 18.22 2178 -3.556 .064
Pain VAS 45 34.24 37.71 -3.467 .446
Self
Efficacy
45 27.02 33 72 -6.698 .001
4.3 A comparison o f 1-month fo llow  up data and 12-month fo llow  up data.
Table 3 (below) indicates that no statistically significant differences were identified on any 
o f the measures between one-month follow-up and twelve-month follow-up. However, an 
indication of change was observed, as although not statistically significant, the Pain VAS 
measure indicated a large change in means (mean= 35.39 -  26.78, difference = 8.61) (.066, 
P<0.05).
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Table 3: Comparison of 1 month follow-up data and 12-month follow-up data.
All those w ith 1 month f/up  
data and 12 month f/up  data 
available (N)
1 month
data
(mean)
12 month 
data (mean)
Difference Sig. 2 
tailed
HAD-A 18 1356 750 6.06 548
H a d -D 18 11.11 657 4.39 577
Chalder
Total
18 19.67 19.06 0.61 .901
SF36 18 25.78 2159 4.39 .341
Pain VAS 18 3559 2658 8.61 .066
Self
Efficacy
19 29.21 33.95 -4.73 .090
4.4 A comparison of baseline data and 12-month fo llow  up data.
As indicated in Table 4 (below) no significant differences were identified between pre data 
and 12month follow-up data.
Table 4: Comparison of pre data and 12 month follow-up data.
All those w ith 
full datasets 
available (N)
Pre
data
12 month 
data
Difference 
(Standard deviation)
Sig. 2- 
tailed
HAD-A 26 9 ^7 8.35 1.077 .201
HAD-D 26 8.88 8.31 577 .503
Chalder
Total
26 22.46 2055 2.115 .299
SF36 26 1758 1951 -1.423 .117
Pain VAS 26 43.62 40.50 3515 .584
Self Efficacy 16 3558 38.12 -2.750 .143
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4.5 Summary of results from McNemar tests conducted on data to examine shifts in 
clinical case status (For results tables please see Appendix 2).
The McNemar test examining the baseline and 1-month follow-up anxiety (HAD-A) data 
showed no significant difference in clinical case status (0.289, p<0.05). However the 
depression (HAD-D) data comparison did show a significant difference in case status (0.035, 
p<0.05) meaning some participants no longer met the clinical criteria for depression on the 
HADS measure. There was no significant difference for case status between baseline and 12 
month data for either anxiety or depression. (HAD A = 1.00, HAD D = 0.774, p<0.05). There 
were no significant differences for case status between 1-month follow up and 12-month 
follow-up data ( HAD A =1.00, HAD D= 0.070, p<0.05).
4.6 Results summary.
Significant differences were noted between baseline data and one-month follow-up data 
for the Chalder total score (.014, P<0.05) and the self-efficacy measure (.001, P<0.05).
Although no other statistically significant differences were identified, an indication of 
change was observed between the baseline and one-month follow-up scores for the SF-36 
measure (.064, P<0.05), and between the one-month and twelve-month data for the Pain 
VAS measure (.066, P<0.05). When examining the data for shifts in clinical case status, a 
significant difference was found between the baseline and 1-month follow-up data for HAD 
D depression scores (0.035, p<0.05) meaning some participants no longer met the clinical 
criteria for depression on the HADS measure.
5. Discussion
The aim of the study was to evaluate the eight-week Lifestyle Management Programme 
currently being run by a Chronic Fatigue Service. Data had been collected from three time 
points, meaning the service had baseline data, 1-month post-intervention data and 12- 
month post-intervention data. 75 participants had pre-data, 45 participants had pre and 1- 
month post-intervention data and 26 participants had completed data-sets at all three time 
points.
5.1 What the results show
As indicated by the results above, relatively few significant changes were highlighted in the 
data. The significant difference noted for the self-efficacy measurement was in-keeping
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with the services expectations. Part of the focus of the lifestyle management programme is 
to help participants regain a sense of control over their lives and to help them not feel 
controlled by their symptoms. Therefore this result was encouraging. However this did not 
seem to be sustained at later time points as there was no significant difference between 
pre and twelve-month data on this measure, which may be due in part to the decrease in 
data available (Carver, 1978).
The difference in means on the HADS measures between one-month and twelve-months 
showed a large change in the means at 12-month follow-up which, although not statistically 
significant, could be an indication of change which would be more apparent with a greater 
number of participants.
One of the research questions focused on the usefulness o f the measures currently being 
used by the service to evaluate the group outcome.
The measures used form the National Minimum Dataset (NMD) and were being used to 
gather data from all CFS services in the UK. The measures were able to identify significant 
changes between the baseline and one month data, indicating that the measures were 
sensitive to some physical and psychological changes. The fact that these significant 
changes were not sustained at later time points could be due to the reduced amount of 
data available at these later time points (Carver, 1978).
5.2 Limitations of study
The reduced number of people with complete data-sets at all three time-points was a 
limitation, and could explain why the large differences observed in some measure scores 
did not translate into statistically significant differences. This idea is supported by the 
indication of change shown by data which almost met statistical significance, for example, 
the difference between 1-month and 12-month scores on the Pain VAS measure (.066, 
P<0.05). With more participant data, this indicated change could prove a statistically 
significant difference.
Another limitation of the study was that the clinical status cut o ff points for measures other 
than the HADS were not known. It would have been valuable to know if shifts occurred in 
other clinical states, and these cut-offs would need to be established by the service in order 
to analyse the data for further shifts.
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5.3 Implications for service
The results of this study were fed back to the service (See Appendix 3 for letter from 
supervisor) and the implications for the service were discussed.
Although the measures provided useful baseline information, the question remains as to 
whether or not to create another measure more specifically focusing on lifestyle 
management within CFS. This could prove problematic for the service as the NMD data has 
to be collected from all services, and those with CFS have limited energy to spend on 
physical and mental tasks. Therefore the service would be looking to create an additional 
measure which specifically focused on the impact of the programme, whilst trying to keep 
the number o f measures manageable for the individual with CFS. However, as the current 
measures did highlight significant differences, the service could perhaps review the data 
and re-run the statistical tests to see if the indicated trends are maintained and if the 
differences are statistically significant with a larger sample population (N).
The IMP covered all aspects of treatment as recommended by the NICE guidelines and the 
results do indicate some significant changes. The NICE guidelines ask whether there are 
more efficient ways o f delivering standard methods of care. This evaluation would suggest 
that intervention for CFS can be conducted in groups and that it may be beneficial for other 
CFS services to run the IMP in order to effectively deliver intervention in accordance with 
NICE guidelines. Not only is this more cost effective for services than offering one-to-one 
intervention, but it can also be more beneficial for those with CFS. One of the most 
common difficulties reported by those with CFS, is a feeling of isolation and loneliness 
following a diagnosis (Jason et al, 2006). Therefore, not only would the groups adhere to 
NICE guidelines but they would also prevent feelings of isolation by providing group 
support, and allowing those with CFS to meet others in the same situation.
5.4 Implications for future research
As previously identified future research may wish to focus on developing a more 
appropriate measure which would provide greater insight into the impact of the lifestyle 
management component of the programme itself, as opposed to focusing on physical and 
psychological symptoms. However, using the current measures, it would be beneficial to 
continually analyse the data as more groups are run, in order to see if the indicated shifts
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are statistically significant within a greater population. It would also be beneficial to 
establish the clinical significance o f changes on measures other than the HADS, in order to 
identify further impacts o f the LMP.
Future research may also wish to focus on when the course may be most beneficial to 
individuals with CFS. When discussing the research with the service, it was noted that 
currently people are accepted onto the programme at varying time-points since diagnosis 
and at different levels o f severity of symptoms. It would be interesting for the service to 
know if there was a specific time or stage when an individual with CFS may benefit more 
from the programme, or when they may best implement the strategies taught on the 
programme. If the service had this information then they may be best able to match 
individuals to the appropriate group and to consider alternatives for those who may not
5.5 Conclusions
The CFS service had, to date, run 13 eight-week lifestyle management groups, and had 
collected data from 8 of these groups. This service evaluation provided an insight into the 
baseline data o f those attending the groups, and highlighted any improvement In 
symptoms, and at which time point these occurred. However, it was predicted that the 
number of participants with full datasets was too small to show many statistically 
significant differences. Therefore the service will continually monitor and analyse the data 
when future groups are run in order to gain a true insight into the impact of the 
programme. The question remains as to whether the service needs to establish a new 
measure, which would be specific to the programme, and may wish to consider this if 
future data analysis reveals that the current measures are not sensitive enough. Further 
work examining the clinical significance of other measures may also prove helpful in 
identifying further impacts o f the Lifestyle Management Programme.
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Appendix 1.
Further explanation o f use o f Paired t-test.
The paired t-test was also appropriate as there was just one score taken at each time point 
for each variable. Given that this was the first evaluation on the group dataset, the service 
wanted to explore each individual variable separately, a level of detail that would have 
been lost in broader analyses such as the MANOVA. In order to test whether assumptions 
were met for the paired t-test, the differences in pre, 1-month and 12-month data were 
calculated for each person and a histogram was created to see if the data were normally 
distributed
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Appendix 2
Tables below indicating the results from the McNemar tests conducted on categorical data 
looking for a change in clinical case status.
Tables:
Table 1: Results from McNemar tests conducted on baseline and 1-month HAD A data.
HAD A Im onth  categories
Case Not case Totals
HAD A Baseline Categories Case 19 6 25
Not Case 2 17 19
Totals 21 23 44
McNemar Test Exact Sig. (2-sided) = 0.289
Table 2: Results from McNemar tests conducted on baseline and 12-month HAD A data.
HAD A 12month categories
Case Not case Totals
HAD A Baseline Categories Case 10 3 13
Not Case 3 10 13
Totals 13 13 26
McNemar Test Exact Sig. (2-sided)= 1.000
Table 3: Results from McNemar tests conducted on 1-month and 12-month HAD A data.
HAD A 12month categories
Case Not case Totals
HAD A 1-month Categories Case 5 2 7
Not Case 1 9 10
Totals 6 11 17
86
Research Dossier URN;6073415
McNemar Test Exact Sig. (2-sided) = 1.000
Table 4: Results from McNemar tests conducted on baseline and 1-month HAD D data.
HAD D Im onth  categories
Case Not case Totals
HAD D Baseline Categories Case 12 12 24
Not Case 3 17 20
Totals 15 29 44
McNemar Test Exact Sig. (2-sided) = 0.035
Table 5: Results from McNemar tests conducted on baseline and 12-month HAD D data.
HAD D 12month categories
Case Not case Totals
HAD D Baseline Categories Case 8 5 13
Not Case 7 6 13
Totals 15 11 26
McNemar Test Exact Sig. (2-sided) = 0.774
Table 6: Results from McNemar tests conducted on 1-month and 12-month HAD D data.
HAD D 12month categories
Case Not case Totals
HAD D 1 month Categories Case 1 1 2
Not Case 7 8 15
Totals 8 9 17
McNemar Test Exact Sig. (2-sided) = 0.070
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Abstract of Qualitative Project = Year 1
Research suggests that there are many factors that mediate and influence the impact of 
stress in demanding jobs: Social support and significant close relationships can reduce 
stress and strain for individuals in highly stressful jobs. However, the spouses and partners 
of those in very stressful jobs can themselves also experience high levels of stress and strain 
as a result. Research has highlighted the difficulties and high levels of stress that have been 
associated with clinical psychology as a profession and has examined the impact of the 
clinical psychology training on trainees. However, despite the findings that such stress may 
impact negatively on spouses and partners, no research was found which focused 
specifically on the partners of those undertaking clinical psychology training. In this 
qualitative study semi-structured, individual interviews were conducted with four male 
partners of those undertaking clinical training. The research question was 'what is the 
impact o f clinical psychology training on the partners o f those undergoing training?' The 
accounts were analysed using interpretative phenomenological analysis. Three master 
themes emerged; compromise and coping, positives and expectations, and role. These 
findings suggest that the impact of the training experience on partners is a balance of both 
positive aspects and more challenging aspects that involve compromise and coping to 
negotiate. These preliminary findings suggest that the way in which people experience 
these positives and the way in which they approach the compromises may be heavily 
mediated by their initial expectations and perceived role.
(Word count 243)
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Abstract
Existing research examining the impact of Obsessive-Compulsive Disorder has tended to 
focus on the impact of OCD on the individual with the diagnosis. However, there is 
increasing recognition that OCD also impacts heavily on those around the individual with the 
diagnosis. The research into this area has focused on ‘family members’ and has grouped 
families and partners together. This research focuses on partners’ experiences of living with 
someone with OCD. A grounded theory approach was used to interview and analyse data 
from nine participants all of whom were partners of someone with a diagnosis of OCD. The 
results highlight the various impacts on partners of living with someone with OCD, 
including detrimental impacts on their personal life, work-life, social-life and mental health 
and well-being. Also partners appeared to be inadvertently engaging in behaviours that were 
maintaining their partner’s OCD symptoms. This research highlights the extensive impact of 
living with someone with OCD on partners, and the necessity of providing support and 
including partners in the therapeutic process. This holds implications for clinical practice and 
friture research in this area.
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1. Introduction
The research conducted focused on the experiences of those living with a partner who had 
a diagnosis o f OCD. The introduction examines the existing literature in this area and 
highlights the gap within existing research which the present study aimed to address. The 
data analysis was conducted using grounded theory analysis, following Charmaz's (2006) 
guidelines. The findings from this research are presented and the implications for clinical 
practice are discussed.
1.1 What is Obsessive-Compulsive Disorder?
Obsessive-Compulsive Disorder (OCD) is an anxiety disorder which affects approximately 1- 
4% of the UK adult population (Douglass et al, 1995). The actual number affected is likely to 
be greater than this approximation as individuals are often reluctant to seek help due to 
the nature o f OCD symptoms (Heyman et al, 2001). OCD symptoms are characterised by 
intrusive obsessions or compulsions that are time-consuming (lasting more than one hour a 
day) and cause considerable distress or impairment (American Psychiatric Association, 
1994).
Obsessions are intrusive and persistent thoughts that enter an individual's mind unbidden 
and which are difficult to ignore. The nature of these persistent thoughts is often 
distressing or abhorrent to the individual, such as harm coming to a family member, hurting 
a child, or thoughts of a violent or sexual nature (Wells, 1997; Rowa et al, 2005).
Compulsions are repetitive behaviours which can be physical such as hand-washing, 
checking and ordering, or mental such as praying, repeating thoughts or words, or 
neutralising thoughts. Compulsions are carried out in response to intrusive thoughts, to 
reduce anxiety, or to prevent a situation from occurring. Usually a meaningful link will exist 
between the obsessions and their related compulsions, however in some instances these 
links may not be immediately obvious. For example, an individual experiencing intrusive 
thoughts of their husband having a car crash may compulsively wash the kitchen floor, 
whereas one may expect that individual to compulsively check the car brakes.
The perceived irrationality of this behaviour can cause individuals with OCD to be reluctant 
to seek help. The violent or sexual nature of intrusive thoughts can also make it difficult for
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people to ask for help, due to shame and fears of stigma. Also individuals may believe that 
their intrusive thoughts indicate a character tra it or desire which they find abhorrent and 
are ashamed of admitting to (Ferrier & Brewin, 2005). Among parents with OCD there is 
often a fear that there will be implications for their family if they admit to intrusive 
thoughts of harming their child (Neziroglu, Anemone & Yaryura-Tobias, 1992), which again 
may lead to reticence in asking for help.
1.2 Cognitive theories of OCD
Several cognitive models of OCD have been developed over the last 30 years, in order to try 
and explain some of the complicated thought processes that occur in OCD. Salkovskis'
(1985) model is one o f the most widely recognised and comprehensive cognitive models of 
OCD. This model is based within Beck's cognitive theory and incorporates ideas of inflated 
responsibility (Rachman, 1976), and beliefs about thoughts and actions (McFall and 
Wollersheim, 1979) alongside more behavioural theories.
One o f the most important contributions to the field o f Salkovskis' (1985) model was the 
emphasis on how those with obsessive intrusive thoughts may not only be distressed by the 
content of that thought, but also by their own interpretation of that thought (i.e. their 
thoughts about their thoughts). Salkovskis (1985) highlighted that the difference between 
a normal intrusive thought and an obsession lies not in the occurrence, content or 
controllability o f thoughts, but in the way in which individuals with OCD interpret the 
intrusive thought as being indicative that they may be responsible for harm or for its 
prevention (Salkovskis, 1994). For example if an individual had a thought about harm 
coming to someone they loved they would feel responsible for any harm that did come to 
that person and may feel responsible for acting to prevent said harm from occurring.
Salkovskis and Wahl, (2003) describe the processes that follow once an individual 
misinterprets an intrusive thought or image. Firstly the intrusive thought or image is 
associated with increased discomfort, anxiety and depression, and achieves greater 
accessibility or importance. Individuals then experience selective bias and will focus their 
attention on the intrusive thought or image and its trigger. The individual may then engage 
with neutralising responses or safety strategies in order to try and deflate or respond to 
increased feelings of responsibility. Since these strategies prevent disconfirmation of the 
beliefs about responsibility (i.e. the individual does not learn what they fear they will be
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responsible for will not occur), the individual continues to try to exert control over both 
mental activity (e.g. thoughts/images) and potentially harmful events, thus maintaining the 
problem.
Other cognitive models emphasise different aspects of the OCD thinking. Rachman's (1997, 
1998, 2003) misinterpretation of significance theory focuses on the common 
misinterpretation of the significance o f normal intrusive thoughts and images as indicative 
of something meaningful about that individuals character or wishes. For example if an 
individual experiences an intrusive thought about assaulting someone, they may interpret 
that as revealing a violent side to their character, or wanting to cause harm to a particular 
individual. One this misinterpretation is made then both internal anxiety and external 
triggers lead individuals to believe there is a greater threat of them acting on the intrusive 
thought or image and can lead to avoidance, which (together with neutralisation 
responses) can prevent exposure to disconfirming evidence against the individual's beliefs.
A perceived lack o f control over the intrusive thought or image despite repeated and 
increased efforts on the part of the individual is often misinterpreted as a lack of control 
over one's impulses which is viewed by the individual as further proof o f their significance.
Rachman (1993) first proposed the concept o f thought-action fusion (TAF). This can take 
two forms. Firstly, where an individual believes that merely having a "bad" thought can 
produce a bad consequence; and secondly where having thoughts about some bad action is 
regarded as morally equivalent to actually performing that action. This anxiety about the 
significance o f thoughts can lead to an attentional bias on intrusive thoughts and triggers. 
This idea ties into Wells and Matthews (1994) metacognitive model o f OCD in which the 
core dysfunction is an excessive monitoring for unwanted intrusive thoughts and the 
activation of beliefs about the importance of controlling intrusive thoughts and images. This 
controlling often takes the form of various coping strategies such as suppression, avoidance 
and continued rumination. Clark's (2004) cognitive control theory of obsessions highlights 
that this excessive monitoring and controlling of thoughts actually maintains and 
exacerbates the problem for individuals. Clark (2004) discusses a contributing factor in the 
persistence of intrusive thoughts or images as " ... the presence of faulty misinterpretations 
of mental control over unwanted intrusive thoughts that arise from the perceived negative 
consequences associated with failed thought control" (p. 136). In other words, the belief 
that one ought to be able to control one's thoughts, and if one cannot, this will lead to
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negative consequences, which leads to increased attempts to control thoughts/images by 
the individual which only makes them stronger and more persistent.
Cartwright-Hatton & Wells (1997) emphasised three types of metacognitive beliefs that 
may also be important in OCD, which were beliefs about the equivalence of thought and 
action, beliefs about the positive and negative effects of rumination, and beliefs about the 
need to neutralise. Freeston, Dugas, & Ladouceur (1996) also highlight the importance of 
responsibility and also emphasises the importance of over-estimation of threat, intolerance 
of uncertainty and perfectionism. All of these ideas have important clinical implications as 
may need to be addressed as part of a cognitive model o f therapy for OCD,
The Obsessive Compulsive Cognitions Working Group (OCCWG) (1997) proposed six major 
belief domains specific to individuals with OCD which contribute to the misinterpretations 
o f intrusive thoughts/images. Table 1 below defines each of these individual belief 
domains.
Table 1: The Six Beliefs Domains of OCD proposed bv the OCCWG.
Belief Domain Definition
Inflated responsibility
Over-importance of 
thoughts
Overestimation of threat
Importance of controlling 
thoughts
Intolerance of uncertainty
The belief that one has the power to bring about or prevent 
crucial negative outcomes.
Belief that the mere presence of a thought indicates that it is 
important, and means something about you.
An exaggeration of the probability or severity o f harm
The belief in the importance of exerting complete control 
over intrusive thoughts, images and impulses, and the belief 
that this is both possible and desirable.
Beliefs about the necessity of being certain, the personal 
inability to cope with unpredictable change, and difficulty in 
functioning in ambiguous situations.
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Perfectionism The tendency to believe there is a perfect solution to every 
problem, that doing something perfectly (ie mistake-free) is 
not only possible but also necessary, and that even minor 
mistakes will have serious consequences.
These cognitive theories of OCD not only highlight the complex nature of the thought 
processes within OCD, but also emphasise areas where those with OCD may require 
reassurance from those around them. If an individual is having intrusive thoughts about 
harm coming to a loved one, they may seek repeated reassurance to decrease their anxiety. 
Similarly they may ask for reassurance about their character and the likelihood of causing 
harm to another. The consequences of involving others in the OCD in this way will be 
considered throughout this research.
1 3  Who does OCD affect?
For many years, research focused solely on the individual with the diagnosis o f OCD and the 
impact and progression of OCD on their lives (Cooper, 1996). However, more recently the 
focus o f research has expanded to include those around the individual with OCD, in 
increasing recognition of the fact that OCD is a disorder which impacts on the whole family 
as well as the person with the diagnosis (Steketee, 1997; Stengler-Wenzke et al, 2004).
1.4 Existing literature
Broadly speaking, the existing literature can be broken down into 3 main areas. Firstly, 
there is a focus on the impact that the family has on those with OCD, mainly in terms of 
expressed emotion and the quality of interaction. Secondly, the issue o f 'family 
accommodation' which focuses on how much a family adjusts in order to accommodate the 
individual's OCD symptoms. Thirdly, more recent research has examined family burden and 
the impact of the OCD on the family. All three areas, particularly the latter, are still 
considered to be in their infancy, a consideration supported by the limited literature 
available on these topics.
Expressed Emotion and the impact on an individual's OCD.
The term expressed emotion refers to family members' expression of feelings and 
behaviours toward an individual with a diagnosed disorder. Expressed emotion
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encompasses behaviour such as criticism, hostility, and emotional over-involvement as well 
as more positive emotional behaviour such as expressing warmth towards the individual 
(Chambless etal, 2007).
Research has consistently shown that expressed emotion is a reliable predictor of relapse 
after treatment for patients with varying psychiatric disorders such as depression, 
schizophrenia and eating disorders (Butzlaff and Hooley, 1998). Steketee (1993) found that 
negative expressed emotion such as criticism and anger from a family member toward 
individuals with OCD also predicted relapse. However, expressed emotion can also predict 
initial treatment outcome for outpatients with anxiety disorders (Chambless & Steketee, 
1999) which makes it an important area to focus on. Chambless et al's (2007) study focused 
on the impact of expressed emotion and family interaction on individuals with a diagnosis 
of OCD or agoraphobia. Their findings suggested that those family members considered 
hostile are much more likely to criticise an individual with an anxiety disorder and blame 
them for negative events, rather than focus on problem-solving, which in turn leads to a 
negative impact on treatment outcome. One explanation for this effect is that the 
expressed emotion acts as a stressor which heightens the individual's symptoms of anxiety 
(Hooley & Gotlib, 2000), which in turn exacerbates OCD symptoms.
The findings from the research into the impact of expressed emotion raise interesting 
considerations for clinical practice. If the expressed emotion of family members impacts on 
the initial treatment outcome and presents a risk factor for relapse, then families ought to 
be included in the intervention. It is understandable that family members experience 
frustration and their own heightened anxiety with regards to the individual's anxiety 
disorder and this may mean they are more likely to respond with criticism (Chambless eta ! 
2007).If families are included in interventions and helped to manage some of their 
emotions they may learn how better to respond to the individual with the anxiety disorder, 
thereby not only improving treatment outcome for the individual, but also increasing family 
harmony and facilitating healthier family dynamics (Cooper, 1993).
Another issue related to expressed emotion which needs to be considered is the issue of 
the attribution o f blame for behaviour. This idea is linked with how much the family accepts 
that an individual has a disorder, as well as how much of the individual's behaviour they 
attribute to that disorder, and how much they attribute to the individual themselves. 
Research focused on other disorders has suggested that the relatives o f those diagnosed
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with schizophrenia or depression will be more hostile and critical towards the individual if 
they attribute behaviours to the individual themselves and see the behaviour as within 
their control, rather than as a symptom of a disorder (Brewin et al 1991). Parents were 
much more likely to be critical o f and hostile towards a child if they viewed their behaviour 
as laziness or indicating a lack of willingness to try, whereas those parents who viewed the 
cause of the behaviour as external to the child were far less likely to be critical and hostile 
(Barrowclough, Johnstone & Tarrier, 1994).
Again this idea holds implications for clinical practice. Families may need to be educated as 
to the impact o f a disorder on an individual's behaviour, thus reducing blame and 
consequential negative expressed emotion. This reduced negative expressed emotion could 
in turn lead to better treatment outcome and reduced risk o f relapse (Cooper, 1993).
Family accommodation
Family accommodation is a term used to describe how much a family adjusts in order to 
accommodate the individual's OCD symptoms. The majority of the literature in this area 
focuses on parent-child interaction and examines the impact of parental accommodation 
on child OCD (e.g. Storch et al, 2007; Merlo et al, 2009). Families accommodate in a variety 
of ways including participating in behaviours or rituals related to the individual's OCD 
symptoms (Rachman & Hodgson, 1980). Accommodation may also be through a family 
member modifying their own daily routine (Calvocoressi eta l, 1995).
Calvocoressi et al. (1995) examined the nature and frequency of family accommodation and 
also examined the impact o f not accommodating an individual's OCD symptoms.
Participants included both parents and spouses and found that 88.2% of participants were 
engaged in accommodation, which ranged from mild to extreme. Participants reported 
engaging in decontamination rituals, helping the person with OCD complete simple daily 
tasks and refraining from coming into physical contact with the person with OCD. However, 
more disruptive accommodation was also reported such as "the mother of one patient 
regularly used a neighbour's bathroom because hers was constantly occupied by her son; 
one wife was unable to cook or clean because her home was entirely cluttered with 
hoarded newspapers" (Calvocoressi etal, 1995, p 442).
Calvocoressi etal. (1995) found a positive correlation between the level of accommodation 
family members engaged in and the level of distress they experienced. The level of family
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accommodation also seemed dependent on the reaction of the person with OCD should the 
family not accommodate. Family accommodation therefore was strongly correlated with 
the family's perception o f the intensity of anxiety experienced by the person with OCD.
Some participants also reported that those with OCD would become angry if the family did 
not accommodate, with 23.5% reporting verbal abuse and 5.9% reporting physical abuse 
from the person with OCD if they did not accommodate (Calvocoressi etal, 1995). However 
the findings of Calvocoressi's (1995) study need to be interpreted with caution. The 
participants who took part and had OCD were involved in medical trials and were either 
participating in placebo or open medication trials, as opposed to therapy trials. Although 
medication is still widely used in the treatment o f OCD, NICE guidelines have since changed 
to include the recommendation o f individual therapy for those affected by OCD. Therefore 
it may be that those families accommodating were doing so because they had not been 
recruited as 'co-therapists' and taught alternative coping strategies by therapists or other 
mental health professionals. Also there was a lack of consistency as to when participants 
were interviewed. Participants were interviewed between 8 and 59 months after their 
partner had started one of the medical or placebo trials. It may be that accommodation was 
less frequent in those interviewed several years after starting treatment because their 
partner/ child's medication has been regulated and they were responding well. It is equally 
possible that, if medication were unsuccessful, that participants would accommodate more, 
in order to try and help their partner/ child following the perceived failure of a medication 
intervention.
A further difficulty of the Calvocoressi (1995) study is the lack of a separate evaluation of 
partners and parents experiences. Spouses and parents were grouped together in this study 
which makes an assumption about the quality and type of relationships between partners 
and parents. It seems simplistic to cluster participants together and it would have been 
useful to examine partners and parents experiences separately to highlight any possible 
differences.
Calvocoressi etal. (1999) continued to research the area of family accommodation and 
went on to develop the Family Accommodation Scale (FAS), which was a measure designed 
for clinicians to use as an interview tool to help score' level and type of family 
accommodation. The FAS is one of most common tools used for assessing family 
accommodation in clinical settings and highlights the areas where family members are 
accommodating the most for their partners or children.
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Again one of the difficulties o f this study was the clustering of participants into one group 
which was entitled 'care giver' with no separation into 'spouse' or 'parent'. This would have 
been useful to help identify differing areas where different groups may need support and 
further help.
One noticeable flaw of the Calvocoressi et al. (1999) study was the way the items for the 
FAS were developed. The items were discussed by the clinical team at the Clinical 
Neuroscience Research Unit at the Connecticut Mental Health Centre, and each item was 
clinician-rated. Whilst the clinicians involved would have had extensive experience of 
working with those affected by OCD and their families, it seems as though the scale was 
developed using a top-down approach which may have limited the experiences that family 
members could report. By developing the categories in clinic, rather than in conjunction 
with the families themselves, one may inadvertently overlook or simplify an area that needs 
more focus or development. Given that this is a relatively new and unexplored area of OCD 
research, it would have been beneficial to have developed the scale with the involvement 
of the families and partners o f those with OCD. It is likely within a clinical setting that 
certain areas are addressed further than others and the involvement of family members 
would have ensured all relevant aspects o f the possible experiences were being examined.
As it currently stands families are being asked to report their experiences through clinician- 
imposed restrictions, rather than first being asked what their experiences are and then 
clinicians developing an appropriate scale.
Tynes etal. (1992) conducted an investigation into a psycho-educational and support 
group for those affected by OCD and their significant others, a group which comprised 
parents, family members, spouses and friends. They discovered that a family's level of 
accommodation is not solely linked to the severity of OCD but also to an attempt to console 
or relieve the individual with OCD of anxiety and distress, and manage feelings of anger 
expressed by the individual with OCD. The study allowed those attending the group to 
complete group evaluation questionnaires individually, meaning those in the significant 
others group may have felt more able to disclose these issues, than if they had to report 
them openly in the group, which may explain why the issue of anger emerged in this study 
and not others.
Amir, Freshman and Foa (2000) continued the examination of family distress and 
involvement in relatives of those with OCD. This study was conducted using questionnaires
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given to both the individual with the diagnosis of OCD and their family member most 
familiar with their symptoms. A methodological flaw in this study is that a Family 
Accommodation Questionnaire (FAQ) was developed from the Calvocoressi etal. (1999) 
Family Accommodation Scale (FAS) by reducing the scale interview items into brief 
questions. This was then administered as a self-report measure to family members 
participating in the study. However on contacting Calvocoressi to ask for permission to use 
the FAQ the researcher was told that this was not a validated measure and unrelated to the 
original Calvocoressi (1999) study. Calvocoressi felt that the items comprising the FAS could 
not be reduced to a simple self-report questionnaire, as the items needed administering by 
a specifically trained clinician, and this casts doubts on the findings from using such a 
simplified measure. Again by simplifying the measures used, clinicians and researchers are 
yet further limiting the level and depth of disclosure that family members o f those affected 
by OCD.
More recent studies have highlighted the importance of including family members and 
those living with someone with a diagnosis of OCD. Albert etal. (2010) examined adult 
patients and their healthy family members to explore socio-demographic and clinical 
variables which may affect family accommodation. Albert et al. asked 141 
psychopathology-free family members who were living with 97 adult patients with a 
diagnosis o f OCD about their experiences using the FAS, administered by experienced 
clinicians. This study confirms that family accommodation has a distressing impact on those 
family members involved, and indicates that specific symptoms such as contamination and 
washing rituals leads to more frequent accommodation. Albert et al. (2010) also highlighted 
the impact o f accommodation if another family member had a current diagnosis or a 
history o f an anxiety disorder. The study suggests that such families would benefit from 
family-based interventions but this was not an aspect assessed in this study and would 
warrant further investigation through controlled trials. Albert at al. provide the most 
comprehensive recent examination of family accommodation as they are examining the 
impact of family history and the impact of existing mental health issues in other family 
members. However, there is no separation of partners and other family members and so no 
further insight is provided by this study into differing carer groups or family dynamics and 
the impact these may have on family accommodation.
106
Research Dossier Major Research Project URN : 6073415
The problem with accommodation
Aside from the disruption to routines and distress caused by family members having to 
accommodate another's OCD symptoms, there are implications of accommodation for the 
individual with OCD. Studies indicate that approximately 70% of parents accommodate 
some if not all of their child's OCD symptoms (Storch & Geffken, 2007). Merlo et al. (2009) 
reported that parental accommodation, although well intentioned, can actually maintain a 
child's OCD symptoms. This is because if a child's anxiety is reduced by the parental 
completion of a ritual then this may inadvertently confirm the child's anxious belief, as well 
as prevent exposure and habituation. It can also undermine the child and parents' 
perceptions of the child's ability to address the problem.
It is important to consider accommodation in terms of the cognitive models of OCD 
previously discussed. If one considers the Salkovskis (1985) model of inflated responsibility, 
for example, then accommodation could actually serve to confirm the individual's belief 
that they are responsible for whatever their perceived responsibility is, as it would appear 
the person accommodating is agreeing with this responsibility, even if they don't. Salkovskis 
and Wahl (2003) discuss the disconfirmation of beliefs and the role this plays, leading to the 
maintenance and exacerbation of their OCD symptoms. In this way accommodation also 
directly contradicts the aims of cognitive-behavioural therapy (CBT) which is the most 
common treatment for OCD as recommended by the National Institute for Health and 
Clinical Excellence (NICE) (2005). CBT aims to allow individuals to gain skills and disprove 
their beliefs about consequences of actions based on their anxious beliefs. For example, a 
child may believe that if a parent doesn't kiss them goodnight then they will die in their 
sleep. However, if a parent accommodates this belief then they are confirming (or failing to 
disconfirm) this belief for the child, and the child may continue to experience anxiety about 
being kissed goodnight and dying in their sleep, which may in turn spread to other night­
time rituals or fears (McKeon & Murray, 1987). Merlo et al. (2009) found that family 
accommodation can therefore directly lead to an increase in child OCD symptoms, and can 
continue to maintain and exacerbate symptoms unless dealt with directly as part of an 
intervention. The study also showed that parents are usually unaware of the negative 
consequences of accommodation and believe they are helping to reduce their child's 
anxiety. If one considers Bachman's (1997)model of OCD then parental accommodation 
may well be failing to disconfirm the belief the child has misinterpreted about their 
character which may well lead to the maintenance of or increase in OCD symptoms for the
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child. Overall Merlo et al's (2009) study concluded that decreased family accommodation 
was associated with improved therapy outcome for children's treatment of OCD. This has 
implications, as before, for the inclusion of families in OCD interventions, and the necessity 
of reducing accommodation which can prove counter-productive to treatment. There is 
also an argument to be considered for including family members and creating more 
systemic models of OCD as it is clear that familial beliefs and accommodation have a 
significant impact on an individual's OCD beliefs and symptoms.
Impact o f an individuaTs OCD on the family.
Much of the research focused on OCD and the family examines the impact o f the family on 
the maintenance and exacerbation of OCD symptoms. Although the impact on the family is 
acknowledged and it is recognised that OCD causes distress and disruption for family 
members, very few studies have focused specifically on the impact of the OCD on family 
members and family function. Furthermore when examining the impact on family 
members, the family is usually considered as a whole unit with spouses, parents, siblings 
and extended family all clustered together (e.g. Amir, Freshman & Foa, 2000; Calvocorssi et 
al, 1995; Tolin et al, 2008). It seems too simplistic to assume that the individual with OCD 
will have a similar relationship to all those who make up the family unit and that therefore 
the impact of their OCD will be the same on all family members. For example, parents may 
experience a very different impact from an individual's OCD than partners. For instance, 
parents can feel responsible in some way for the child's anxiety (Shafran, Ralph & Tallis,
1995; Tynes eta l, 1992) and therefore may be more likely to accommodate symptoms to 
try and ease a child's anxiety and assuage their own feelings of guilt. A partner may enter 
into a relationship with someone with pre-existing OCD and therefore may not experience 
the same attribution of causal blame, but may still be deeply affected by their partner's 
OCD in other ways.
Amir, Freshman & Foa (2000) found that the family members were often involved in the 
rituals o f those with a diagnosis o f OCD, either by trying to prevent the person from 
performing a ritual or by performing a ritual for the person with OCD. Family involvement in 
this way can actually have harmful consequences both in terms of exacerbating an 
individual's symptoms but also in terms of disrupting family dynamics, and causing distress 
to both the individual with OCD and their family members.
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It has been noted that the Impact o f coping with a family member's OCD is a different 
experience than coping with a family member's physical illness. Cooper (1993) discusses 
how the family of an individual with OCD experiences a unique type of grief due to the 
partial and incomplete nature of their loss. The individual with OCD's life may not be 
threatened but their capabilities are limited and they experience on-going deterioration.
Cooper (1996) conducted a study which considered the impact of different OCD symptoms 
on family members and the sources of help sought by the family. The issues which caused 
the greatest concern for the majority of participants (51% to 70%) were ruminations, 
unemployment, rituals, noncompliance with medication, depression, withdrawal from 
social and family contact, loss o f motivation and arguments. Furthermore, up to half o f the 
participants reported being distressed by the individual with OCD's behaviour changing to 
include manipulation, selfishness and being less considerate than before. More than 80% of 
participants reported a disruption in their own life, and more than half reporting a 
significant interference with family life. Family members also reported anxiety about 
managing their own feelings of anger and grief towards the person with OCD.
Studies examining the impact o f OCD symptoms on marriage tend to focus on the 
experience of the individual with OCD rather than their spouse. Emmelkamp, Haan & 
Hoogduin (1990) found that half of married OCD sufferers cited marital problems as a 
consequence of having OCD.
1.5 Summary of existing research
Research indicates that OCD not only impacts on the individual with the diagnosis but also 
on those around the individual such as family and partners. Equally, the behaviour and 
attitudes of those around an individual with OCD can impact on treatment outcome and 
potential for relapse. It is clear that there are implications for the inclusion of family 
members in treatment in order to help minimise the negative impacts o f unhelpful family 
reactions to an individual's OCD symptoms. What is not clear however, is the impact that an 
individual's OCD will have on their partner. Research has focused mainly on parents of 
children with OCD, or where partners were included, they were generally classed as 
'caregivers' alongside parents. However, the assumption that an individual's relationship 
with their partner will be the same as with their parent is questionable, suggesting that 
OCD may impact very differently on partners and on parents. This is an important area to 
investigate because for adults with OCD living with a partner their greatest daily contact is
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likely to be with that partner. Given what is known at this point about the impact o f others 
on OCD and the impact of OCD on others, it is necessary to further investigate what has 
hitherto been an ignored area of OCD research. Also research conducted so far has used 
clinician-rated measures which are valuable but may lim it the possibility for disclosure on 
particular topics which may hold significant clinical relevance. Therefore, research needs to 
be conducted that exclusively focuses on the partners o f those with a diagnosis of OCD, and 
which allows them to freely report their experiences without any imposed constraints from 
clinician rated measures. For this reason an exploratory approach was chosen for this 
research. The researcher strongly felt that the 'top-down' approach of asking participants 
to report their experiences through clinician-imposed constraints was limiting and may lead 
to the non-disclosure o f clinically significant experiences. Therefore, due to the 
methodological flaws in the small number o f existing studies focused on this area, an 
exploratory approach was decided upon by the researcher, to try and counteract some of 
the limitations in existing research.
1.6 Impact of clinical experience
In addition to the results o f the literature review, the importance of this study was 
highlighted by the researcher's clinical experience. Whilst working within a Specialist 
Psychology Service for those with OCD and speaking at OCD-UK conferences, the researcher 
spoke to partners o f those with OCD, who reported feeling that they had no voice, and that 
no-one ever questioned the impact of living with someone with OCD on partners. Partners 
told the researcher that they felt they had no help or support in dealing with the person 
with OCD day in and day out and that they fe lt shunned by mental health services. One of 
the frustrations frequently expressed by partners was that they felt they had a great deal of 
involvement with their partner's OCD and were having to accommodate the OCD 
symptoms, in some cases making extreme changes to their lives and their life plans, and yet 
fe lt they weren't considered when the person with OCD was being treated.
This clinical experience and the lack o f existing research in this area contributed to the 
generation of the research idea.
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1.7 Aims o f research.
The aim of this research was to explore the experiences of partners living with someone 
with OCD, and gain an understanding of the accommodation they engaged in and any 
consequential impacts.
1.8 Research questions
The research questions addressed by the present study were:
1. What are the experiences of partners living with a partner with OCD?
2. To what extent are partners accommodating their partner's OCD symptoms and 
why?
3. What are the impacts on partners o f living with a partner with OCD and 
accommodating their symptoms?
2.0 Rationale for methodology chosen
2.1 Why qualitative?
A qualitative design was chosen for this study for several reasons. When examining the 
limited literature that exists in this area, it was noted that the research conducted had used 
quantitative methods such as administering questionnaires in clinics to the families o f those 
undergoing treatment for OCD. The most commonly used questionnaire, the Family 
Accommodation Scale (FAS) (Calvocoressi et al. 1995) was based upon clinician-rated 
scales, meaning that families were being asked to report their experiences within the 
constraints and limitations set by clinicians. Although these clinicians would have been 
informed by their own clinical practice, it seemed as though quantitative measures were 
limiting the partners reporting of their experiences, as opposed to partner experiences 
informing the development of quantitative measures. This was a weakness within the 
existing research which a qualitative approach would rectify.
The inclusion of parents and partners within the same category was questionable. It stands 
to reason that parents who have lived with a child with OCD and seen the disorder develop 
may have a very different experience from a partner choosing to enter a relationship with 
someone with OCD, or beginning a relationship to then discover their partner's previously 
unknown OCD. The roles, relationships and expectations will also differ between parents 
and partners. Therefore, an obvious gap existed in the research whereby partners needed
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to be able to express themselves and inform researchers and professionals o f the lived 
experiences of a partner living with someone with OCD, and a qualitative approach 
represented the preferred methodology to meet this requirement.
This qualitative approach would enable the researcher to interview partners and allow 
partners to share and expand on information in a way that they perceived to be relevant 
(Smith 1995). This approach also meant that the researcher would be able to pick up on key 
points or threads that the partner raised and would allow for the expansion of topics and 
the questioning of new information, which seemed particularly important given the limited 
research in existence. The overall aim of the research was to gain a detailed and in-depth 
understanding of the lived experience of partners living with someone with OCD and a 
qualitative approach was chosen as the best methodology to achieve this aim.
2.2 Why grounded theory?
Grounded theory is a method of conducting qualitative research that focuses on creating 
theories through inductive analysis of the data, and is a method which favours analysis over 
description (Bryant and Charmaz, 2007). Grounded theory was the approach chosen for the 
data analysis and was considered the most appropriate for several reasons. Firstly, where 
little or no research already exists in the chosen research area, and where the researcher is 
interested in gaining an in-depth understanding o f the participants' experiences, grounded 
theory is considered the most appropriate option (Payne, 2007). The epistemology of 
qualitative research captures detailed themes emerging from the participant data rather 
than reducing the data to quantitative categories (Smith, 1995), which suited the 
researcher's aim to gather an in-depth understanding o f the lived experience of 
participants.
Also, the wider aim of this research was to derive a theory which could better inform health 
professionals and form the underpinnings of future research focused in this area. Grounded 
theory was originally developed by Glaser & Strauss (1967) as a way of systematically 
gathering and analysing data in order to derive a theory (Strauss & Corbin, 1998). As 
previously stated, the researcher wanted to move away from the trend in existing literature 
of imposing clinician-rated scales and beliefs on participants, and instead develop an 
original theory generated from the reported experiences of those living with someone with 
OCD. Therefore analysis was needed that could provide an end theory rather than just an
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exploration of ideas, and also allow participants to speak freely without constraint or 
limitation.
Grounded theory differentiates itself from other qualitative methods through the inclusion 
of the researcher in the continuing process of data analysis and using this process to dictate 
further data collection and analysis (Bryant & Charmaz, 2007). This level of involvement and 
immersion in the data was deemed necessary for the researcher to gain an in-depth 
understanding and to generate a theory, and so grounded theory was chosen as the most 
suitable method to meet the research aims.
Following the development o f grounded theory (Glaser & Strauss, 1967) many differing 
versions o f grounded theory have emerged. It is deemed necessary for consistency to 
choose one method o f grounded theory analysis, and this chosen method should match the 
researcher's own epistemological stance and best suit the aims of the research (Cutliffe, 
2000). With this in mind, the researcher decided to follow the guidelines suggested by 
Charmaz (2006). Charmaz's (2006) version o f grounded theory follows a constructivist 
approach and assumes that individuals construct the realities in which they exist. This 
constructivist approach 'starts with the experience and asks how members construct i f  
(Charmaz, 2006, pl87). Given the researcher wanted to gain an understanding of 
participants lived experiences and their understanding of them, this approach was deemed 
most suitable. This approach also acknowledged the influence o f the researcher's previous 
experience, which felt necessary to consider as the interactions with partners o f individual's 
with OCD and clinical experience of working in this field had contributed to the research 
idea in the first place.
3. Method
3.1 Ethical approval
Ethical approval for the research was obtained from the University of Surrey Faculty of Arts 
and Human Sciences Ethics Committee (see Appendix A for letter o f approval). As 
participants were not recruited via NHS services, it was not considered necessary by this 
Ethics Committee to seek ethical approval from the National Research Ethics Service.
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3.2 Participants
Participants were recruited via the charity OCD-UK " ,  which is a UK based charity providing 
support and information to those affected by OCD. As a charity OCD UK are particularly 
focused on improving mental health and well-being of those affected by OCD, and aim to 
help achieve the most appropriate and the highest quality and standard of care, support 
and treatment. OCD-UK holds a positive outlook towards the treatment of OCD and 
discusses OCD in terms of a treatable condition which individuals can learn to manage and 
overcome. An advertisement was placed on the charity's website (see Appendix B) 
alongside an information sheet (see Appendix C) and a consent form (see Appendix D). 
Those interested in taking part followed an online link and emailed their details directly to 
the researcher. On receiving this email, the researcher asked potential participants some 
questions to check for inclusion criteria. The inclusion criteria for this study were:
Participants had to be a partner to someone with OCD and no other relation e.g. 
friend, sibling or parent.
Participants and their partner with OCD both had to be over the age of eighteen 
years old.
Participants had to have been living with their partner w ith OCD for at least six 
months
The partner with OCD needed an official diagnosis of OCD
The partner with OCD had to have been experiencing OCD symptoms for at least six 
months.
OCD needed to be the primary diagnosed disorder and not the consequence of 
another condition e.g. Asperger's syndrome.
Those excluded from this study were:
Participants not meeting all inclusion criteria 
Participants with a diagnosis o f OCD themselves
Participants who were accommodating OCD symptoms due to other circumstances 
such as having a disabled partner, or being involved in a domestic violence or 
similar situation, whereby one would be accommodating under duress.
n Charity Registration Number 1103210
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If participants met inclusion criteria then the researcher proceeded to arrange an interview. 
A nofe on somp/mg
Grounded theory traditionally uses theoretical sampling, that is, the process of recruiting 
participants in order to continually test and further explore emerging ideas or theories. It is 
also known that reaching saturation in grounded theory analysis is a process more easily 
achieved by seeking a broad range of relevant views and experiences. The decision to 
recruit from one source was influenced by the time constraints applied to this particular 
research and was a decision made by the researcher for pragmatic purposes. The possible 
implications of recruiting from one source are further considered within the limitations 
section of this study.
Thirty people responded to the on-line advertisement over a three-month period. Fifteen 
were excluded as they were parents rather than partners o f someone with OCD, and these 
respondents were referred back to OCD-UK for an opportunity to talk and seek further 
support. Out of the remaining fifteen, five were excluded for not meeting some or all of the 
inclusion criteria. Ten participants met all the inclusion criteria and were interviewed, five 
participants were interviewed face-to-face and five participants were interviewed over the 
telephone. However, one telephone interview had to be subsequently excluded from the 
data set as a situation of domestic violence emerged, and it was deemed this participant 
was accommodating under duress. The researcher linked this participant to appropriate 
services and OCD-UK worked with this individual to offer advice and support. All 
participants interviewed classed themselves as white British and were in heterosexual 
relationships with their partner.
The demographic details of the 9 participants whose data was used in this study can be 
viewed in Table 2 below:
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Table 2. Participant Demographics.
Participant
number
Gender Age Relationship
Status
Length of 
relationship
Length of 
time co­
habiting 
with 
partner 
with OCD
Length of 
time partner 
had OCD 
(officially 
diagnosed)
1 Male 40 Married 22 years 16 years 6 years
2 Male 36 Married 10 years 8 years 12 months
3 Female 35 Partner 5 years 4 years 3 years
4 Female 32 Married 7 years 5 years 12 months
5 Male 42 Married 9 years 6 years 6 years
6 Female 56 Married 9 years 8 years 27 years
7 Male 28 Partner 20 months 12
months
11 years
8 Female 45 Married 20 years 15 25 years
9 Male 35 Married 8 years 5 3.5 years
3.3 Interview Procedure
Interviews were conducted either face-to-face or over the telephone depending on what 
best suited participants. A letter was sent confirming the arranged date and time of the 
interview along with a consent form to be signed and posted back prior to interview.
The interviews were conducted following a semi-structured interview schedule. The 
schedule was designed following the guidance of Charmaz's (2006) approach and in 
supervision with a qualitative researcher based at the University. The structure o f the 
interview schedule was to have introductory questions and then follow with open ended 
questions, which would allow the researcher to pick up on key threads and experiences 
being described and explore them further (Smith, 1995).
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The interview schedule was as below: 
interview Schedule
How long has *person with OCD* had OCD?
When did you first become aware of their OCD?
What impact, if any, has this had on your own day-to-day life?
What longer-term impact, if any, would you say this has had on you?
What is your understanding of the term 'accommodation'?
What role do you think accommodation plays?
What impact, either positive or negative, do you think this accommodation has had on your 
relationship with * person with OCD*?
What, if anything, would you like to change in the future? How achievable do these changes 
feel?
Review o f interview schedule
As is in keeping with the grounded theory approach the interview schedule was constantly 
reviewed and after each transcript was initially coded, the researcher returned to the 
interview schedule to make additions or remove categories that no longer seemed relevant 
(Charmaz, 2006). The interview schedule was amended twice, once after the first three 
interviews and again after the following three. (See Appendix E for the amended interview 
schedules used).
In some cases, theoretical sampling can be used whereby participants who can provide 
specific experiences or information are sought (Cutliffe, 2000). Given that all participants 
were partners living with someone with OCD, and were therefore appropriately 
knowledgeable on the topic being investigated, specific participants were not sought out, 
and instead participants were interviewed as and when they were available. Following the 
interview participants were given a de-briefing sheet (See Appendix F) and were again 
reminded that they could withdraw their data. Participants were given the researcher's
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contact details and also signposted to the OCD-UK charity for additional support and advice 
as necessary.
3.4 Data Analysis Using Grounded Theory
Transcribing
Once the interviews were completed they were transcribed. The transcription method used 
followed a standardised technique as recommended by Lapadat & Lindsay (1999) whereby 
grammatical errors were not corrected in the transcript and the entire conversation was 
transcribed verbatim, as shown in the example below:
I- So I think you mentioned over email that it's your wife (P- yes yeah) 
who has the diagnosis o f OCD, and she was diagnosed in 2006?
P- Yeah but she had symptoms, many symptoms before that and she'd 
been previously diagnosed as just having ummm depression (I- ok) for 
several years- it was where we used to live she went to the Dr there and 
she said what her symptoms were and they said oh it's depression take 
these anti-depressants and it wasn't until she came here ... you know 
she did a bit o f research and there was like contamination issues and 
things like that that she went to the Dr's again here and they were like 
'oh yeah it's OCD'
(I = Interviewer) (P= Participant)
All interviews were transcribed by the researcher in order to gain familiarity with the data. 
Initial Coding
Initial coding was the first stage of the analysis. Most commonly initial coding is conducted 
on a line by line basis, however, where appropriate, initial coding can be conducted 
according to another more suitable approach (Charmaz, 2006). The researcher found that 
participants often reported their experiences through illustrative stories and examples and 
that the meaning of these stories was lost in line by line coding, therefore the researcher 
used larger segments o f data, as recommended by Pidgeon and Hen wood, (1996) to 
conduct initial coding (See Appendix G for an example transcript with initial coding). A 
process o f constant comparison as recommended by Glaser and Strauss (1967) and
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Charmaz (1995) was used to compare experiences reported within and across interviews, 
and to support the generation of ideas.
Focused Coding
Following the initial coding o f data, the interviews were then re-analysed using focused 
coding. Focused coding is the second major stage o f data analysis in grounded theory and 
allows the researcher to identify key categories. The researcher uses these focused codes in 
a more directive way to analyse larger segments o f data and to begin categorising those 
experiences which seem the most relevant to the research question(s). Again a process of 
continuous comparison was completed whereby the data was viewed with these focused 
codes in mind to see if other participants also talked about these experiences. As it is 
important to remain grounded in the data and not allow oneself to be guided by external 
research and reading, the researcher linked the focussed codes directly to the initial codes 
and to the text in the transcripts (see Appendix H for an example of focused coding). This 
reduced the likelihood of the researcher being influenced by other research rather than the 
data yielded by the participants in the present study.
Memo-writing
Memo writing is seen as a key process in grounded theory and allows researchers to make 
comments and raise questions throughout the entire research process (Charmaz, 2006). 
Memo-writing took place at all stages of the research including during interviews with 
participants, during the various levels o f coding and more generally whilst thinking about 
and reviewing the research. The researcher kept a log o f all memos written in order to 
allow the thought process to follow naturally and to keep a record of ideas and questions 
raised whilst conducting the research, (see Appendix I for memo log).
Theoretical coding.
Glaser (1978) introduced theoretical codes as a means to 'tie together^ and categorise the 
ideas raised through focused coding and lend some shape to the developing theory. Glaser 
discussed different types of theoretical coding 'families' which provided some structure and 
guidance for the researcher when thinking about the theory emerging from the data. In 
particular Glaser's (1978) Six C's which were Causes, Contexts, Contingencies,
Consequences, Covariances and Conditions were used to help guide the researchers 
thinking.
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The theoretical coding allowed the researcher to make links between the codes already 
found in order to start forming a hypothesis or theory about the experience of those living 
with someone with OCD. This process was aided by the memo-writing as mentioned earlier. 
Once the theoretical coding was completed, the researcher then re-coded all previous 
interviews to seek evidence for and against the developing theory.
Saturation
The aim in grounded theory is to recruit participants and continue to gather data until each 
code reaches saturation, that is that nothing new is being added to the information 
gathered, and the researcher may start to notice patterns of repetition. Glaser (2001) 
expands on this idea saying that saturation is not merely seeing the same pattern again and 
again but rather the 'conceptualization of comparisons of these incidents which yield 
different properties o f the pattern, until no new properties of the pattern emerge' (p 191). 
Charmaz (2006) agrees with this idea of saturation saying categories are saturated when 
'gathering fresh data no longer sparks new theoretical insights, nor reveals new properties 
of these core theoretical categories' (p llB ). Although the data continued to interest and 
stimulate thoughts and ideas for the researcher, the more the data was gathered, the less 
new ideas were being generated and the more evidence was being put forward for the 
emerging theory. In this sense the researcher recruited to saturation. To ensure that the 
researcher was not being influenced by a bias towards the emerging theory this issue was 
discussed at length with supervisors to decide whether or not further data was needed.
3.5 Quality Assurance
Having never conducted grounded theory analysis prior to this research, the researcher was 
keen to ensure accurate and high quality standards of analysis were being maintained. To 
this effect the researcher developed a grounded theory research group, whereby trainee 
clinical psychologists and researchers from other universities were invited to join and 
discuss and compare grounded theory methods and results. From this group the researcher 
and another trainee on a different training course swapped transcripts and coded each 
other's data before meeting to discuss the outcome and compare findings. Trainees from 
other courses were particularly sought out in order to avoid a replication of results or ideas, 
which may have resulted had only trainees from the same University course been invited.
This was particularly helpful as the researchers involved in this group did not necessarily 
hold the same knowledge and topics of research interest, meaning they were better able to
120
Research Dossier Major Research Project URN: 6073415
objectively identify where a researcher may have been influenced by knowledge that 
existed outside of the data.
3.6 Charmaz's Evaluative Criteria
Table 3: Evaluation criteria for Grounded Theory studies (Charmaz, 2006)
Credibility
•  Has your research achieved an intimate familiarity with the setting 
or topic?
• Are the data sufficient to merit your claims? Consider the range, 
number and depth of observations contained in the data.
•  Have you made systematic comparisons between observations and 
between categories?
• Do the categories cover a wide range o f empirical observations?
•  Are there strong logical links between the gathered data and your 
argument and analysis?
• Has your research provided enough evidence for your claims to 
allow the reader to form an independent assessment -  and agree 
with your claims?
Originality
•  Are your categories fresh? Do they offer new insights?
• Does your analysis provide a new conceptual rendering of the 
data?
•  What is the social and theoretical significance of this work?
•  How does your grounded theory challenge, extend, or refine 
current ideas, concepts, and practices?
Resonance
•  Do the categories portray the fullness o f the studied experience?
• Have you revealed both liminal and unstable taken-for-granted 
meanings?
• Have you drawn links between larger collectivities or institutions 
and individual lives, when the data so indicate?
• Does your grounded theory make sense to your participants or 
people who share their circumstances? Does your analysis offer 
them deeper insights about their lives and worlds?
Usefulness
•  Does your analysis offer interpretations that people can use in 
their every-day worlds?
•  Do your analytic categories suggest any generic processes?
•  If so, have you examined these generic processes for tacit 
implications?
•  Can the analysis spark further research in other substantive areas?
• How does your work contribute to knowledge? How does it 
contribute to making a better world?
Table 3 above summarises Charmaz's recommended criteria for evaluating Grounded 
Theory research. All criteria were carefully considered and applied to the research. Two 
examples are given below of how these evaluative criteria were considered and actioned to 
highlight this process.
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Credibility: Grounded Theory Group and supervision
As well as being used for quality assurance purposes as discussed above, the grounded 
theory group was used, alongside more formal supervision, to assess the credibility of the 
claims the researcher was making from the findings. As Charmaz describes, the researcher 
wanted to ensure that the same findings could be identified by an independent researcher 
who was not familiar with the data or the field o f interest that the research was set in. 
Therefore several anonymised transcripts were exchanged between researchers in the 
grounded theory group and were analysed blind, meaning the researchers were unaware o f 
each other's findings when coding the transcripts. This was a particularly useful way of 
ensuring that the same findings could be identified and adds credibility to the claims being 
made. Formal supervision was also sought, both from experts and novices in the research 
area, in order to ensure findings were clear and could be agreed upon by those 
independent to the research project itself. This was a successful method of evaluating 
credibility, and increased confidence in the researcher's findings.
Resonance: Participant responses to findings
Charmaz discusses resonance as whether the theory 'makes sense' to participants. The 
researcher was looking to see whether the results o f the research resonated with 
participants and that they fe lt they could relate their own experiences to the findings. 
Therefore in order to test the relevance and validity of the findings, following the focused 
coding stage o f analysis a summary o f research findings was written and disseminated to 
the research participants. As suggested by Charmaz (2006) the participants were asked for 
their feedback and responses to the findings so far. The idea of this was to establish 
whether the results were meaningful and a true representation o f the experiences shared. 
Five out o f nine participants responded and agreed that the findings resonated. They did 
not suggest any changes or amendments, nor disagree with any of the findings.
4. Findings
This section will begin with a description of the emergent theory, illustrated using two 
diagrams, and then will focus on how the theory emerged from the data by explaining the 
theoretical codes discovered, using illustrative quotations from participant interviews.
Partners living with those with a diagnosis of OCD found themselves held between two 
seemingly polar-opposite positions. On the one hand they were completely involved or
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'Included' in their partner's 'OCD world'. They had a significant role to play within this role 
and were required to accommodate, motivate, adjust short and long-term plans and were 
very much included and necessary to their partner's functioning whilst living with OCD.
However, paradoxically, partners also seemed to feel equally 'excluded' from their 
partner's OCD world. An image that came to the researcher's mind when analysing the data 
was that of a set of scales. Partners appeared to be equally included and excluded at any 
given time, and although they found this distressing and uncomfortable, it seemed as 
though partners could not break away from this position, and tip the scales towards more 
inclusion or exclusion as they wished. The challenging position of on the one hand being so 
involved and necessary to their partner and on the other being shut out and excluded from 
both the relationship and the OCD led to uncertainty for participants. Participants reported 
feeling unsure as to the correct response to their partner's OCD symptoms, they were 
uncertain as to whether their actions were impacting negatively on their partner and 
possibly exacerbating their OCD. Even those participants who reported knowing that 
accommodation is posited in cognitive behavioural therapy as a maintaining factor 
continued to knowingly accommodate, due to  uncertainty about alternative responses. 
Participants also reported feeling uncertain about the future which affected their ability to 
make future plans.
Being in the position of being both included and excluded by their partner's OCD, and the 
resulting uncertainty, all had an impact on participants. Participants reported an impact on 
their sense of self, their role in the relationship, their relationships with family and friends 
and their social interactions. There was also a serious negative impact on participants' own 
mental health and on their resources and coping strategies.
Participants reported feeling uncomfortable in this uncertain position, with some 
describing desperation and being at their 'wits end', and yet there was a sense that they 
felt 'stuck' and unable to change their position. There appeared to be two main reasons for 
this. Firstly, the fluctuating nature of OCD. Many participants discussed the notion of good 
days and bad days, and commented on how their partner would have days where the OCD 
was barely noticeable/ 'routine' but others when the symptoms would be far more severe. 
This fluctuating nature made living with the OCD and making decisions difficult as the 
situation was continually changing. Secondly, participants experienced uncertainty. As 
described above participants were uncertain both about the OCD, and about their role as a
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partner of someone with OCD, and this uncertainty seemed to surround them. As the 
diagram shows this surrounding uncertainty was one of the factors keeping participants in 
the position in-between two paradoxical experiences.
Charmaz (2006) recommends the emerging theory be expressed in diagrammatic form in 
order to guide thinking and for one to make direct, visual links between theoretical codes. 
The diagram below (Figure 1) illustrates how these codes were interacting with one another 
to form the emerging theory.
Fluctuating nature of OCD
Exclusion Inclusion
Uncertainty
Impact
Figure 1: Diagram of emerging theory.
The emerging theory offers an explanation of partners' experiences of living with a partner 
with OCD. Those partners living with someone with OCD appear to be caught between two 
polar opposite positions which was uncomfortable for them and caused consequential 
negative impacts. However, partners appeared unable to change their position, partly due 
to the ever changing nature of OCD and partly due their own uncertainty about appropriate 
and helpful responses to their partner's OCD.
These concepts that arose out of the data formed the basis for the theoretical codes which 
in turn formed the emergent theory from the data. The researcher will use this section to 
explain each individual theoretical code. As previously described in the methods section.
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the theoretical codes were derived following the process of focussed coding. Table 3 below 
indicates which of the focused codes were linked under which of the five theoretical codes.
Table 4: Linking focused codes to theoretical codes
Theoretical Code Focused Codes Linked to Theoretical Codes
Exclusion Not disclosing/ containing own emotions 
Comparison to others/ normalising 
Anger/ Aggression/Conflict 
Exclusion
Inclusion “1” Direct involvement 
“we” Direct involvement 
Knowingly accommodating
Impact Negative impact on own emotions
Impact on personal life
Anger/ aggression/ conflict
Not disclosing/ containing own emotions
Stigma/ unhelpful reactions from others
Exclusion
Fluctuating nature of OCD Comparison to others 
Uncertainty
Uncertainty Fluctuating nature of OCD
Stigma/ unhelpful reactions from others
Exclusion
Uncertainty
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The focussed codes can be seen, with illustrative quotes, in Appendix J. The below details 
the theoretical codes that emerged out of participant interview data.
Exclusion
As Figure 1 above illustrates, participants did not emphasise 'exclusion' more than 
inclusion, but exclusion led to impacts and uncertainty for participants as much as inclusion 
in their partner's OCD world. Participants reported many different experiences of being 
excluded which can be seen in more description in the focussed codes (Appendix J)The 
term 'exclusion' arose directly out of a participant interview but seemed to encompass 
many other reported participant experiences of feeling 'shut ouP or 'not allowed' into their 
partner's OCD world.
"you know because he would just shut me out, wouldn't let me in"
Exclusion did not seem to be something within participant control, rather the individual 
with OCD chose to either include or exclude their partner in a particular element o f OCD.
One common way of excluding participants was by partners saying that participants did not 
understand the experience of having OCD:
"I know what it's like, what she's going through, (yes), I find  that really 
frustrating when she says that to me 'you don't understand' I'm thinking 
'well I live with you and we're living this together fo r  the, you know, 
however long it's been'"
Exclusion highlighted the negative impact and frustration that participants fe lt at being 
excluded from a situation that they fe lt they understood and were living with and this 
experience linked them to the theoretical codes of uncertainty and impact. This seemed to 
place participants in a very powerless position. Although they were included in the OCD 
world to some degree, as described below, their level o f involvement was not down to 
individual choice, but rather dictated by the person with OCD who chose to either include 
or exclude them from their OCD world. As previously indicated further description of the 
exclusion code can be seen in Appendix J.
Inclusion
The term 'inclusion' as opposed to 'involvement' is indicative o f the lack o f control 
participants had over their level o f accommodation and immersion into their partners OCD
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world. Once again it was the partners with OCD who included participants in their 
relationship with OCD or not. The code of inclusion encompassed participant 
accommodation, and gave an indication of what participants were doing for their partners 
as a direct result of their partner having OCD, as well as indicating the extent and frequency 
of the accommodation and the resulting consequences.
There were many aspects to participant inclusion, however again there seemed to be a lack 
of control or impetus for participants to change or reduce their level of inclusion, it seemed 
to be an accepted position:
"... this is the situation we've found ourselves in"
The code of inclusion not only highlighted the complexity of accommodation, but also how 
enmeshed participants were in their partner's OCD. Once participants began to 
accommodate the OCD, it seemed as though they formed part of a cycle which was difficult 
to extricate themselves from. Figure 2 below illustrates how partners of those with OCD 
become part o f the OCD cycle. Partners were first involved by accommodating and offering 
reassurance or participating in a ritual, but then they would experience further impacts of 
the accommodation through intrusive thoughts as to whether they had completed the 
accommodation 'correctly' or well enough to prevent their partner from experiencing 
increased anxiety and heightened OCD symptoms. These intrusive thoughts appeared 
similar to those experienced by individuals with a diagnosis of OCD. Participants were then 
engaging in checking behaviours to reassure themselves that the accommodation had been 
completed correctly or well enough to reassure their partner which led on to their partners 
reduction in anxiety. Therefore participants were actually forming a crucial part of the cycle 
of anxiety reduction for those with OCD, as illustrated in Figure 2 below:
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Figure 2. An illustration of partner involvement in the cycle of accommodating OCD 
symptoms.
Participants were unable to break away from this cycle as the resulting reaction from their 
partners sometimes fe lt too complicated and difficult to manage, or participants were 
unsure how their partner would react. The inclusion code therefore was linked to both the 
impact and uncertainty theoretical codes, as discussed below.
Impact
The code 'impact' encompassed many different experiences that participants shared. The 
researcher had anticipated some of the more widely known impacts of living with someone 
with a mental health disorder:
"I mean no doubt you know how tiring it  is, how complicated it  is, how difficult it  is"
However the large extent and wide-reaching nature o f the impacts was unexpected. It 
seemed as though participant's lives were affected in almost every area as a direct 
consequence o f their partner having OCD. Participants discussed their mental and physical 
health, career, life plans, day-to-day living, sleep patterns and many other areas being 
negatively affected. The level of impact that participants were reporting was almost as 
though they themselves were living with a diagnosis o f OCD. The codes of inclusion and 
impact were intertwined in this way because the participants described becoming involved 
in a cycle similar to that experienced by their partner with a diagnosis of OCD, as described 
above.
The position o f being equally excluded and included did not feel comfortable for 
participants and was leading to negative impacts in almost all areas of participants lives, 
which led to further consideration of why participants remained in this position. The 
researcher noted the seemingly powerless position that participants were in when memo- 
writing during the data analysis process, and how it did not feel possible to change this 
awkward position that participants were in. The theoretical codes of uncertainty and the 
fluctuating nature of OCD seemed to provide answers as to why participants remained in 
this awkward position. It became clear that uncertainty and the fluctuating nature o f OCD 
were creating what participants described as 'shifting sands' meaning there was no certain 
position from which participants were able to make decisions or change their position. Both
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uncertainty and the fluctuating nature o f OCD appeared to be maintaining factors in 
keeping participants in the uncomfortable position and feeling unable to change.
Uncertainty
The idea that participants were accommodating their partner's OCD simply because they 
did not know what else to do was recurrent in every interview conducted:
"I think the biggest issue has been as a partner o f someone with it  is you haven't got 
a Scooby (clue)what to do... do you help them, do you turn away, do you scream 
and shout at him to stop it  you know what do you do?"
Participants were aware that their own uncertainty or seemingly helpful behaviour may not 
be helpful but were uncertain what to do for the best:
"it's the fam ily or the partner that has no concept o f what that involves and what's 
involved in that, you could continue to actually exacerbate the problem, not be 
helpful, and actually not be supportive, you think you're being supportive but you're 
not."
It seemed to be this uncertainty around both the role of accommodation but also the 
alternative behaviours that kept participants in a powerless position and unable to make a 
change to become either more included or excluded from the situation. Participants simply 
did not know what else to do other than accommodate even if they knew it was not helpful 
long-term. It was also apparent that participants would experience a very negative and at 
times unpredictable reaction from their partners should they refuse to accommodate. 
Participants showed an intolerance of this unpredictable uncertainty that is common 
amongst those living with someone with OCD (Boelen & Reijntjes, 2009), and so also 
continued to accommodate in order to avoid this uncertainty. It seemed participants stayed 
in the role of 'accommodating partner' in order to avoid negative or unknown reactions 
from their partner and consequently enjoy a better quality of life.
Fluctuating nature o f OCD
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Another reason why participants remained in this role of 'accommodating partneP and 
were unable to make decisions to change this role was due to the fluctuating nature of 
OCD. As OCD is not a stable disorder by nature, with those affected reporting good and bad 
days, it was difficult for participants to make decisions and plans. This fluctuating nature of 
OCD seemed to be the maintaining factor of the situation and provided the mainframe 
within which all other components of the emergent theory existed, as illustrated in the 
diagram of the theory. When analysing the data, the idea of 'shifting sands' emerged in the 
memo-writing as participants would try and make decisions or plans but they would then 
be disrupted by a good or a bad day. This inconsistency made it difficult for participants to 
plan changes or a shift in their role as so much seemed out of their control, that all they 
could do was to continue to accommodate, no matter what the negative consequences to 
themselves were. The fluctuating nature o f OCD was also impacted on participants as there 
was no consistency in their lifestyle with their partner:
"I think in some ways it's harder when you see the change and you have a good 
month or so and then you start, he goes down...that's harder cos you... when it's 
consistent you're kind o f more used to it  and you get your guards up and then when 
i t  all goes away you're more relaxed and when it  hits you it's like 'Oh God not again' 
you know and it's all back again 'Oh God' and it's hard."
It seemed then that participant mood and experience also followed the pattern of the 
fluctuations of their partner's OCD, rather than their own independent experiences.
Overall, the exploration of experiences of participants in this study highlighted participants 
as being held in an uncomfortable position between the two polar positions of inclusion 
and exclusion by uncertainty and the unpredictable fluctuating nature o f OCD. This 
experience had negative impacts in many areas of participants' lives and consequentially 
participants were living as though they themselves had a diagnosis of OCD. All o f the 
theoretical codes interacted with each other and formed the basis of the emergent theory 
as explained above. The implications of this emergent theory and the experiences of 
participants will now be discussed.
5. Discussion
The aim of this research was to explore the experiences of partners living with someone 
with OCD, and gain an understanding of the accommodation they engaged in and any
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consequential impacts. Three main research questions were considered; what are the 
experiences of participants living with someone with OCD?; to what extent are participants 
accommodating their partner's OCD symptoms and why? and; what are the impacts of 
living with someone with OCD and accommodating their symptoms?
The emerging theory detailed above addresses the experiences of participants living with a 
partner with a diagnosis of OCD. This discussion will focus on the remaining research 
questions and explore the strengths and limitations of the study, as well as the clinical and 
research implications of the study.
To what extent are partners accommodating the ir partner's OCD symptoms?
Extensive accommodation
Previous research examining the area of family accommodation of OCD has implied that 
accommodation encompasses the level to which family members are engaging with rituals 
that form part o f the person's OCD; whether that is by participating fully in rituals, refusing 
to participate, or engaging in checking behaviours for the person with OCD (Van Noppen, 
2003). However, in the present study, participation in rituals and wider accommodation 
emerged as a more complicated issue than previous research has indicated.
Participants described a consequential follow-up to accommodation. For example, those 
who participated in a ritual would then be contacted throughout the day by their partner 
seeking reassurance about the completion of the ritual, or other accommodation provided. 
This could often be repeated several times over one incident so one can imagine that the 
impact on the partners of participation in several rituals would be severe. This continual 
consequence o f accommodation behaviours led participants to have their own doubts and 
intrusive thoughts as to whether this accommodation had been completed, as they knew 
their partner would be asking them about this at a later point. This meant that the partners 
of those with OCD were then caught up in a cycle o f accommodating and checking as 
demonstrated in Figure 2. This continual impact o f accommodation has not been 
acknowledged by previous research, yet arose as a key issue in this study, possibly 
highlighting the benefit of the richer data acquired from the qualitative approach taken 
here.
Participants also discussed accommodating through changes in their own behaviour. For 
example one participant discussed how he had learned to complete tasks in the way his
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wife would do them, for example not putting cutlery on the table, even though he himself 
was confident it was clean, and not re-using tea towels. Participants with children also 
discussed how they 'trained' their children to change their behaviour in order to 
accommodate their parent's OCD. This behaviour has been shown to heighten the risk of a 
child developing OCD or other anxiety disorders in later life (Kohlmann & Gutenberg, 1988) 
and so has implications for the child's future mental health.
Accommodation without partner's knowledge: "tacit accommodation"
Participants reported deliberately accommodating without telling their partner. Quite often 
this accommodation would be more about preventing increased anxiety for their partner 
than accommodating a specific behaviour or ritual. For example, participants spoke of 
cancelling plans, re-arranging business trips, screening phone calls and shielding their 
partner from difficult situations, all of which they would do w ithout their partner's 
knowledge.
This tacit accommodation seemed to be a way of ensuring that their partner's anxiety was 
contained. It seemed as though the consequences of the partner experiencing increased 
anxiety were unmanageable, both for participants and for their partners, and was therefore 
to be avoided at all costs, hence the tacit accommodation by participants. This tacit 
accommodation added an additional burden to partners and, like all accommodation, was 
often complicated and time-consuming. This leads one to question why participants were 
accommodating to this level.
Why accommodate?
Accommodation is not an uncommon process within anxiety disorders. It is usual for those 
living with someone with an anxiety disorder to accommodate to some level, usually 
through offering reassurance (Hughes, Hedtke &Kendall, 2008). However the level of 
involvement of a partner in rituals, and the development of rituals and changes in own 
behaviour appears unique to those living with someone with OCD. (Tolin, Worhunsky & 
Maltby, 2006)
Accommodating OCD emerged as a complex and tiring process that involved multiple 
changes, both conscious and unconscious, to participants' lives, which led one to question 
why partners of those with OCD accommodate in this way? There were several factors
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contributing to the continuation of accommodation by participants, even when they openly 
expressed a wish not to accommodate.
Quality o f life
Participants reported that constantly challenging OCD symptoms was wearying and carried 
a heavy emotional load. Participants also described the resulting conflict and arguments 
that could occur if they did not accommodate their partner's OCD symptoms. There were 
incidences where partners described 'giving in' to their partner's OCD in order to avoid an 
argument and be able to continue with their day. Participants discussed taking the 'easy 
option' by accommodating because they did not have the strength to continually fight OCD 
and their partner, or deal with the resulting consequences. One could dispute that 
accommodating someone's OCD is not an easy option, but one can see how knowingly 
accommodating the OCD symptoms can provide a better quality of life for partners and 
may be a quicker and more convenient solution than continually resisting which may 
aggravate hostility and anger and lead to an argument. Therefore, even participants who 
did not wish to accommodate as they knew it was unhelpful, knowingly accommodated 
their partner's OCD in order to avoid arguments and maintain harmony in the relationship, 
and as an attempt to reduce their partner's distress.
Increased anxiety and risk o f self-harm.
Participants reported how their partner would become extremely anxious and distressed 
should they not accommodate and this made it very difficult for participants to stop 
accommodating. This heightened anxiety led to those with OCD becoming verbally, and 
sometimes physically, abusive towards their partner, which made it much more difficult for 
participants to stop accommodating.
An issue of self-harm/ the threat of suicide was also identified in this study. Participants 
who reported that their partner had self-harmed or attempted suicide were much more 
likely to continue to accommodate, out of fear that their partner would try and hurt 
themselves again. Some participants reported this as emotional blackmail by their partner, 
but felt unable to 'risk' that their partner may harm themselves or attempt suicide if they 
did not cooperate and accommodate. This supports the findings of Kobori, (2010) in which 
those with OCD reported threatening self-harm unless their partner accommodated their 
OCD and provided reassurance.
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Participants therefore were experiencing heightened anxiety over how their partner would 
react, or the anticipated consequences of not accommodating, which kept them in a cycle 
of continuing accommodation.
Accommodation as a 'habit'
OCD was described by many participants as a type of 'background noise' which formed an 
integral part o f their lives but which they mostly worked around, only noticing the impact of 
OCD during particularly severe 'episodes'. This background noise seemed to permeate 
many different aspects of both partners' lives, but it was almost as though this level or 
permeation was now so familiar to partners o f those with OCD that they had ceased to 
notice the impact. This almost habitual accommodation may mean that participants are 
accommodating without realising, which will then make it harder to recognise and stop 
accommodating behaviours. This was noticeable when discussing the day-to-day impacts o f 
accommodation with participants, with some reporting little-to-no impact and yet their 
levels o f accommodation were high and were impacting on several areas o f their lives.
Often this 'lower level' accommodation became unnoticeable as their partner's OCD 
became more severe and other accommodation was more immediate. For example, 
participants who had previously noticed checking cupboards or doors now did this 
automatically, but did notice other more intrusive accommodation such as being woken up 
from their sleep to offer reassurance. This habitual accommodation has implications for 
intervention and treatment as it is likely to be a factor contributing to the maintenance of 
OCD symptoms, however inadvertently (Whittal & McLean, 1999).
Beliefs about accommodation and OCD.
The beliefs that participants held about the usefulness of accommodation also contributed 
to its continuation, and help to explain why partners of those with OCD continue to 
accommodate. Participants reported different beliefs around their accommodation. Some 
felt their accommodation helped in the short term whereas others fe lt a sense of guilt that 
they were somehow maintaining their partner's OCD. There was a sense however that 
participants believed their partner would simply not manage without their accommodation.
It seemed the accommodation provided by participants ensured that daily life could 
continue for their partners and that they were able to get up, go to work, see family and 
generally 'survive' day-to-day because of their partner continuing to accommodate. This 
maintained accommodation for a variety of reasons. Firstly, participants felt invaluable to
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their partner and did not see an alternative to accommodating. Secondly, this maintained 
the idea that the accommodation was helpful in some way, as indeed it was to partners' 
day to day lives, and so participants felt they were being useful and preventing the OCD 
from getting worse.
All o f the participants interviewed expressed a belief that their partner would have OCD to 
some extent for the rest o f their lives. This belief may also explain why participants felt they 
had to continue accommodating OCD, as they saw it as a life-long condition that they and 
their partner would have to manage on-going.
Impact of excessive reassurance seeking
A strong link has been found between excessive reassurance seeking behaviour and 
resultant depression in the person accommodating (Burns et ai, 2006). Continued 
accommodation may be the result o f the accommodator becoming depressed and feeling 
helpless, pessimistic about the success of alternative behaviours and unable to change 
(Vitousek, Watson & Wilson, 1998).
Summary
The levels of accommodation that the partners of those with a diagnosis o f OCD are 
participating in seem far more extensive and complex than previous research has indicated.
It seemed partners were being kept in a cycle of accommodation by a variety o f factors 
including their own beliefs about accommodation, familiarity and through uncertainty as to 
their partner's reaction should they stop accommodating.
What are the impacts on partners of living with someone with OCD and accommodating 
their symptoms?
Living as though they have a diagnosis of OCD
One of the impacts affecting participants was that they were living as though they 
themselves had a diagnosis of OCD. Participants described how they were becoming 
'caught up' in the OCD thinking and experiencing intrusive thoughts relating to the correct 
completion of rituals. This level o f preoccupation with the completion of rituals seemed to 
mirror the experience of the individual with OCD, and some participants reported a level of 
disruption that would place them in a clinical category for OCD (e.g. more than one hour a 
day), and were experiencing heightened anxiety. Participants reported changing their own
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behaviour in order to accommodate their partner's OCD symptoms and were constantly 
thinking about their partner's OCD and monitoring situations for possible triggers. 
Participants were also engaging in avoidance and others behaviours typically seen in those 
with a diagnosis of OCD.
This high level of engagement again appears to be unique to OCD, as the level of 
involvement is reportedly less in other anxiety disorders (Tolin, Worhunsky & Maltby,
2006). If partners are living as though they themselves have OCD and are engaging in a 
number of behaviours, then they are likely to be experiencing similar negative 
consequences as those with OCD. Partners o f those with OCD may experience a 
disadvantage in that they do not have a diagnosis o f OCD, but are living as though they do, 
meaning their needs may not be recognised by health professionals, and appropriate 
support may not be forthcoming. Partners o f those with OCD are in the particularly 
awkward position o f living as though they have OCD, but not being able to seek therapy or 
intervention as this action needs to be taken by their partner with the diagnosis. This 
means that partners of those with OCD are in a vulnerable and uncertain position, which is 
likely to increase anxiety and maintain current unhelpful behaviours (Boelen & Reijntjes, 
2009).
Anger
One o f the consequences of participants being kept in this position was a resulting feeling 
o f anger. The researcher had anticipated participants disclosing anger towards their 
partner, the OCD and their situation. However, the participants' relationships with anger 
appeared to be more complex than this straightforward assumption.
The issue of anger and conflict seemed present in every participant's experience, whether 
this was directly feeling angry at their partner for some behaviour, feeling angry at the 
situation, the presence o f conflict and disagreements as a direct result of the presence of 
OCD in the relationship, or undetermined feelings o f anger and frustration. However, when 
questioned directly, participants would deny feelings of anger, even if they later reported 
anger or feeling angry.
Participants seemed reluctant to directly report feelings of anger towards their partner with 
OCD, yet it was clear that they were experiencing anger from incidents they were reporting 
in their interviews. This led the researcher to question what it was about anger that felt so
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unacceptable for participants to admit to when questioned directly, even when it was so 
clearly experienced. One would assume that anger is one of the many emotions typically 
felt in a partnership and it is not uncommon for partners to disclose to others that they felt 
angry with each other so why was this different?
Can 'carers' get angry?
It is possible that the answer lies in the shift in role from partner to 'carer'. Many 
participants described themselves in the context of being a carer as opposed to a spouse or 
partner. Taking Charmaz's (2006) view of social constructionism when analysing data, one 
could consider how carers are constructed in society and the expectations one has of them.
It is possible that anger does not f it  into the social construction of a carer, and may make 
participants reluctant to admit to feeling angry (Lowit & Teijlingen, 2005). Perhaps then by 
switching roles and identifying themselves as a carer instead of a partner, participants were 
denying themselves access to their true emotions (Murphy, Schofield and Herrman, 2010).
Also the attribution of blame may have prevented participants from acknowledging and 
processing their anger (Bolten etal. 2003). Participants reported a strong recognition that it 
was not their partner's 'fa u lf that they had OCD and behaved in certain ways. Participants 
were clear in their understanding that their partner had an anxiety disorder and, even if 
their behaviour did not make sense to participants, they did recognise that it was as a direct 
consequence of the OCD rather than a choice in behaviour. This seemed to present a lack o f 
ability to blame which may also have contributed to a lack of ability to acknowledge anger 
with their partner (Tynes, Salins &Winstead, 1990).
This attribution of blame seemed particularly important around the time of their partner 
receiving their diagnosis of OCD. Partners reported feeling angry with their partner and 
expressing frustration and challenging their 'irrational' behaviour, but this seemed to 
change when their partner received an official diagnosis. It is probable that the diagnosis 
highlighted an element of 'illness' in their partner which again made it feel unacceptable for 
participants to become angry with their partner. When participants did express anger 
towards their partner, they reported getting caught in a cycle o f emotion where they would 
get angry with their partner, and then feel remorse and guilt for feeling angry with them as 
they acknowledged they were not to blame (Bolton et al., 2003) This seemed to  leave 
participants with a feeling o f anger that they didn't know how to process and so they 
seemed to hold onto it and not express their anger and frustration.
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This repression of anger has serious clinical implications for participants. Research suggests 
that the denial or repression of anger can lead to significant mental health problems such 
as depression (Luutonen, 2007). In an environment where little social support and 
understanding is available from others, as was reported by participants, then it is likely that 
they are already vulnerable to feelings of isolation and helplessness which may in turn lead 
to depression (Bellodi et al., 1992). This was highlighted in the present study by participants 
reporting the negative impact on their own mental health, leading them to seek their own 
therapy and support.
The researcher's experience of the transference of anger
An interesting process took place when the researcher was interviewing those who felt 
unable to express anger, in that the researcher was left with strong feelings of anger and 
frustration which felt alien and confusing at first. One explanation for these feelings was 
the transference of negative feelings from participants onto the researcher, similar to the 
process of transference occurring in therapeutic relationships (Gelso & Carter, 1994). 
Participants may have transferred onto the researcher feelings of anger and frustration that 
fe lt too difficult to manage themselves, or that they felt unable to admit to for reasons 
mentioned above.
Impact on relationship
The anger experienced by participants impacted on the relationship. Participants reported 
that they felt there was little  acknowledgment from their partners that their situation was 
affecting them as well. The tacit accommodation and the emotional burdens that 
participants kept hidden seemed to perpetuate a cycle of frustration and anger.
Participants fe lt unable to inform their partner about the sacrifices that they were making 
because they did not want to burden their partner, but equally they felt frustrated that 
there was no recognition of the effort that they were making. This lack of communication, 
withheld anger and feeling o f frustration resulted in disharmony within the relationship, 
and is commonly seen amongst those with OCD and other anxiety disorders (Hafner, 1982; 
Himadi etal., 1986).
Another impact on the relationship was that participants no longer considered themselves 
equal in the relationship with their partner. The primary concern of the relationship was 
the partner with OCD, and the OCD itself seemed to dictate what was and wasn't possible
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in the relationship. This meant that the needs and desires of partners seemed to be 
considered secondary to the person with OCD. Interestingly it was noticeable that 
participants struggled to stay focused on themselves during interviews. Even when asked 
direct questions about their own experiences, some participants would start discussing 
their partner with OCD. Whilst it was natural to discuss their partner with OCD, due to the 
nature of the research topic, it was still noticeable that participants struggled to stay on- 
topic when talking about themselves.
Impact on sex life
Marital discord and sexual dissatisfaction have been reported in previous research as being 
experienced by those with a diagnosis of OCD (Hafner, 1982). This was hypothesised as 
being due to a lack of relationships and sexual contact in general, due to being inhibited 
and isolated through having OCD. However, those interviewed were already in relationships 
and so this was not applicable in their situations. There seemed to be a practical impact on 
sex life whereby some partners reported the person with OCD taking medication which 
made them tired and so they went to bed early and slept a great deal which limited the 
opportunities for sexual contact. However it is likely that the shift in role from 'partner' to 
'carer' also played a part in limiting sexual contact.
Several participants reported seeing themselves in a parent-child role rather than that o f a 
partner. In these incidences it was more common to see a diminishment in sex-life with 
some participants reporting a loss o f sexual contact altogether in the relationship. 
Participants did not report a direct link between loss o f sexual contact and their partner's 
OCD symptoms, for example the lack of sex life did not appear to be related to a partner's 
contamination or sexual health fears. More so it seemed to be related to the shift in roles.
It is possible that the person with OCD stops seeing their partner as a 'partner' and instead 
sees a 'carer', meaning very different expectations are made of their partner and sex may 
not feature in that relationship. Also one needs to consider the impact of additional stress, 
frustration, anger and resulting anxiety and depression that partners experience as a result 
o f accommodating their partner's OCD, which may act as a barrier to sexual contact/ desire 
(Monteiro, Marks & Ramm, 1985). Indeed the loss o f sexual contact may be another form 
of tacit accommodation, whereby the partner accepts the role of carer and protects their 
partner from experiencing the expectations or related pressures of being a partner. This 
may adopt those with OCD into the 'sick' role with partners being in the 'carer' role.
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A third party in the relationship
Participants discussed OCD in terms of it feeling as though a third person or being had 
forced their way into their relationship with their partner. It seemed as though this OCD 
'person' was impacting on the relationship by replacing the partner whom the participant 
originally knew:
Michael: 51.1-51.2 "It's like Catherine moved out and OCD moved in"
Anna: 23.20-23.24 "I suddenly realised he had turned into this, I called 
this monster 'M r OCD', and it wasn't Ian who walked in the door, it 
wasn't Ian who woke up in bed next to me in the morning, it wasn't Ian 
who sat on the couch next to me, it was this monster"
Partners of those with OCD also reported feeling as though the OCD had displaced them in 
the relationship, and in some cases their children, and they felt pushed to one side. This 
was particularly evidenced by the way that participants described being 'shut out' or 
excluded from an 'OCD World'. The OCD seemed to take the place of the participant in the 
relationship, and the partner's primary relationship was with the OCD, with participants 
being excluded. Participants appeared in limbo on the outside o f this relationship w ithout 
any access to it, their only role being to accommodate the OCD and wait for the OCD to be 
less dominant so that a partnership connection could be re-established between the 
participant and their partner. Some participants reported that accommodating the OCD 
was one way to feel close to their partner at a time when OCD was particularly dominant 
within the relationship, however, as has been discussed this accommodation carries many 
negative consequences.
Impact on wider relationships
The partners of those with OCD reported impacts on their wider relationships and social 
circle. Participants had lost long-term friendships with others whom they reported did not 
understand their partner's OCD. Many participants reported a decreased social life as a 
direct result of their partner being unable to socialise due to their OCD symptoms and 
increased anxiety, and there was a sense of increasing isolation for the partners of those 
with OCD. Social support is known as an important factor in helping to overcome OCD and 
support treatment (Steketee, 1993) and so this increasing isolation holds implications for 
the person with OCD as well as partners. Partners o f those with OCD reported having to
140
Research Dossier Major Research Project URN; 6073415
communicate with their partner's family, workplace and social circle on behalf of their 
partner, and were often responsible for excusing or explaining their partner's behaviour. 
Several partners reported experiencing negative or stereotypical responses from others, 
and many found it less burdening to lim it social interaction than try and explain their 
partner's situation repeatedly.
Impact on life plans
It was evident from the data that participants had made significant adjustments and 
decisions regarding life plans due to their partner's OCD. Participants described an impact 
on their travelling plans, whereby they wanted to travel but their partner became too 
anxious and their OCD too severe to do so, meaning participants did not go. Participants 
also reported feeling unable to go travelling alone because they worried their partner 
would self-harm or be unable to cope in their absence, a belief reinforced by their partners.
Having children was another life-plan which participants reported as being influenced by 
their partner's OCD. Participants reported their partner feeling unable to cope with the 
increased responsibility that would come with starting a family. Even participants who 
wanted to start a family found they were waiting several years for their partner to be able 
to contemplate the idea. Also participants reported delaying having children because they 
felt as though they themselves couldn't cope with accommodating their partner's OCD and 
looking after a child as well. Those participants with children reported feeling as though 
they were single-parents as they were looking after their partner as a parent would look 
after a child, as well as caring for their children. Added to this was the additional burden of 
trying to prevent their partner's OCD influencing their children, but also ensuring that the 
children did not exacerbate the partner's anxiety and cause an increase in OCD symptoms. 
This leaves participants vulnerable to negative impacts on their own mental health (Geffken 
et al., 2006) and leaves the children at risk of an inflated sense of responsibility which, in 
turn, leaves them vulnerable to developing an anxiety, or other, disorder (Gallagher & 
Cartwright-Hatton, 2008; Rector etal., 2009).
Summary
Accommodating an individual's OCD impacts heavily on partners in a variety of ways. Not 
only does the OCD impact on the partner's day-to-day life through the extensive 
accommodation, but there are longer term impacts on partner's mental health, their life
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plans and their family. The accommodation of OCD also impacts on the relationship leaving 
partners feeling usurped by the OCD and feeling as though they are no longer of equal 
priority in their relationship with their partner.
6. Clinical Implications
Implications fo r the treatment of OCD
Depending on the severity of an individual's OCD and level of resulting impairment, current 
NICE guidelines suggest that the treatment of OCD in adults ranges from low-intensity (less 
than ten therapist hours) treatment including individual or group CBT, to high intensity 
(more than ten therapist hours) individual treatment (NICE, 2005). Current guidelines also 
suggest including families or carers as co-therapists for the person with OCD to help 
support the individual's treatment. However, all participants in the present study reported 
being unaware of, or excluded from, their partner's treatment, which has serious clinical 
implications. It is acknowledged that family accommodation can serve as a maintaining 
factor for OCD (Nestaldt etal., 2000), and the present study highlighted that partner 
accommodation appears much more extensive than previous research has suggested. 
Therefore, if partners are not considered and included as part o f the individual's treatment, 
where appropriate, then it is likely that they will be accommodating and maintaining 
behaviours which may prolong their partner's OCD and be detrimental to treatment. 
Therefore, where partners are agreeable, they should be included as part of the treatment 
process. Previous studies have tended to focus on families and the involvement of parents 
in the treatment of child OCD (Cartwright-Hatton, McNally & White, 2005), but this study 
has emphasised that partners of adults with OCD need to be considered as well, and that 
the inclusion of partners could prove beneficial to an individual's therapy outcome.
Education and support for partners
Education for partners about the consequences of accommodating OCD and the 
recommendation of alternative responses may help partners to change accommodating 
behaviour, which again may prove useful to an individual's therapy outcome. Partners in 
the present study reported accommodating through uncertainty of suitable alternative 
responses, and they held mixed beliefs about the usefulness of their accommodation. 
Participants were also accommodating due to feared negative consequences such as 
conflict and disharmony in their relationship, and the fear of their partner self-harming. If
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partners were able to receive education and guidance as to alternative behaviours and 
strategies, which would help to support the individual's treatment, then this would 
diminish their sense o f uncertainty which was keeping them in an uncomfortable position 
and leaving them feeling disempowered. Although not specific to OCD, the providing of 
information and education to families of those with other mental health problems has 
proven helpful for family members and individual treatment outcome (Murphy, Schofield 
and Hermann, 2010).
Educating partners about the treatment o f OCD and the varying treatment options may also 
help change partners reported perceptions of OCD being a life-long disorder which needs to 
be managed. Studies have shown that the beliefs of others regarding the success of 
treatment can impact on individual treatment outcome (Stobie, 2009). Therefore, if an 
individual with OCD is living with a partner who believes they will always have the disorder, 
this may affect their optimism around, and inclination to seek, treatment.
Can we adapt models from other areas such as substance abuse?
Cooper (1995) discusses how family members of those with OCD are drawn into 'enabling' 
behaviours in order to pacify their relative, and how families show a tolerance of 
inappropriate behaviour similar to that seen in families o f alcoholics. Cooper found that 
there were similarities in accommodation by families across both alcoholism and OCD, and 
found that models of co-dependency could show families how they may be maintaining 
certain unhelpful behaviours.
This issue was also raised by a participant who had attended a support-group for families of 
individuals with substance-abuse problems. This participant reported how she saw parallels 
between her situation of living with someone with OCD and those in the group living with 
someone affected by substance-abuse:
Anna: 5.2-5.11 "a friend kind of gathered something was going on 
because her husband unfortunately is an addict and she took me along 
to a family support group (ok) and obviously at the time this is for 
addicts but a lot of the things they were saying in that room really 
resonated with me (mm) in terms of the not having any control over 
them, not being able to change things for them, not enabling them in 
any way, all these sorts of things suddenly really making sense so I 
started taking on board some of that realising I didn't have the power
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over him, so no matter what I did it wasn't going to take the anxiety 
away"
This raises potential clinical implications o f adapting models from other disorders, such as 
substance-abuse whereby partners are having to accommodate to an extensive level, to 
help those living with someone with OCD. It seems as though there could be benefits for 
partners in recognising that they are not responsible for their partner's behaviour. Partners 
were reporting high levels o f responsibility for their partner with OCD whereby they were 
adapting their own behaviour and explaining or excusing their partner's behaviour to their 
wider social circle, such as their partner's family and workplace. By taking on this 
responsibility and alleviating their partner from this discomfort, partners may be preventing 
those with OCD from experiencing negative consequences and recognising a need to seek 
treatment for their OCD. Partners were also experiencing negative impacts from 
accommodating their partners OCD and taking on responsibility in this way. However, in 
adapting models of co-dependency, one would have to ensure that partners and families 
were receiving advice specific to OCD behaviours and symptoms, as the level of 
engagement with rituals has been shown to be unique to OCD (Tolin, Worhunsky & Maltby, 
2006) and therefore specific advice relating to  OCD would be necessary to  help partners 
reduce accommodating behaviours.
7. Critical evaluation
In keeping with Charmaz's (2006) grounded theory guidelines, the researcher considered 
the credibility, originality, resonance and usefulness of the research when evaluating the 
strengths and limitations o f the present study.
Strengths
As well as confirming and expanding upon existing research findings in the area of family 
accommodation and OCD, this research addressed a hitherto unexplored area o f research 
by focusing solely on the partners of those with OCD. The use of a qualitative approach 
allowed the researcher to gain an in-depth view of partners' experiences which would not 
have been possible using quantitative methods. Similarly the use of an open-ended 
framework allowed an exploration of complex issues, and the researcher was able to meet
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the aim of letting the research be led by the reported experiences of participants, rather 
than by the imposition of pre-existing ideas or clinician-based assumptions.
The participants involved in this study provided a wide range of experiences from those 
living with someone recently diagnosed to those who had lived with a partner with OCD for 
many years. Also there was an almost even split of male/female participants which avoided 
a gender bias on reported experiences.
The research findings although modest, due to limitations as discussed below, hold 
important implications for clinical practice, and highlight the potential significance of 
including partners in the therapeutic treatment o f those with OCD.
The research also raises questions and implications that could be useful for future research 
in this area, and as such feels as though it has made an important contribution to this field 
o f research.
Limitations
The most notable limitation of the present study is the small sample size of nine 
participants, which means the claims that can be made are modest, although all are 
grounded in, and supported by, the data. The small sample size means that the 
representative nature o f the data is uncertain, as nine participants are not enough to be 
able to widely generalise the findings. Also the number o f identifiable shared experiences 
or patterns of experiences may be fewer due to the smaller sample size. This is particularly 
relevant given the grounded theory analysis method used, as constant comparison across 
transcripts is one of the fundamental principles o f identifying patterns or shared 
experiences using this analysis, and it is likely more of these would have emerged given a 
larger sample size.
A possible limitation of this study was the decision taken by the researcher to not formally 
evaluate the participants partners OCD. This decision, combined with the small sample size, 
meant that it was not possible to divide the sample into sub-groups, such as severity or 
type o f OCD, which may have provided interesting insights or comparisons across different 
groups. For example, it would have been interesting to see if participant's experiences 
differed dependant on the type of OCD their partner had. Would the partners o f those with 
contamination issues have had different experiences to those partners living with someone 
experiencing mental ritualising? With hindsight this would have been an interesting and
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valuable contribution to the research and should be considered in future research in this 
area.
Although not taking a formal measure of the participants partner's OCD provides this 
limitation, it was a deliberate decision taken by the researcher for several reasons. Firstly, 
the researcher was concerned that involving the partner with OCD in any way may prevent 
participants from engaging with the research. This belief was confirmed as several 
participants wanted confirmation that their participation was anonymous as they did not 
want their partner with OCD finding out they were taking part. Secondly, the decision was 
taken as it was noted from clinical experience that it is difficult to keep partners on the 
topic o f their own experiences and not those of the person with a diagnosis. Also partners, 
as previously discussed, had disclosed feeling side-lined or dismissed by mental health 
professionals. Therefore it fe lt important to conduct this research focusing solely on the 
participants and not involving the partner w ith a diagnosis of OCD. This encouraged 
participants to stay more focused on their own experiences, and several participants 
reported feeling valued and grateful that someone was interested in their experiences, 
which may not have been so obvious had the researcher involved the partner with OCD in 
the research process as well.
Recruiting from one source, the charity OCD-UK, may also have impacted on participant 
response and limited who participated in the study. It may be that partners who belong to a 
specialist charity may be more interested or engaged with their partner's OCD than those 
who do not, meaning that their experiences are different to those who do not engage with 
such charities and support networks. Also the researcher is aware from her own work with 
OCD-UK that the charity has a specific ethos which may have influenced who took part in 
the study. OCD-UK as a charity is interested in ensuring that individuals with OCD and their 
families receive a consistently high standard of care and support, meaning by definition 
they may attract individuals who are keen to seek help or support in some way. Also OCD- 
UK is noticeably more optimistic about the outcome o f treatment than other charities or 
organisations, and views OCD as a treatable condition that individuals can learn to manage 
and overcome with appropriate support and therapy. Therefore it may be that those 
participants recruited from this source are not representative of other partners who are not 
linked with OCD-UK. Other partners may feel less supported and optimistic about their 
partner's OCD, or indeed may not be experiencing similar impacts on their lives as the 
participants in this study reported. In order to gain a wider breadth of experience, were the
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researcher to take this research forward, recruiting from differing sources would be 
considered to address this limitation.
In terms of the analysis method used, grounded theory traditionally uses theoretical 
sampling, that is, the process of recruiting participants in order to continually test and 
further explore emerging ideas or theories. It is also known that reaching saturation in 
grounded theory analysis is a process more easily achieved by seeking a broad range of 
relevant views and experiences. The decision to recruit from one source was influenced by 
the time constraints applied to this particular research and so whilst it is possible that 
recruiting from one source may have inhibited the broader saturation process, it was a 
decision made by the researcher for pragmatic purposes. However, as discussed earlier, 
the data gathered from the participants recruited was all relevant and assisted the 
exploration of ideas and the researcher felt saturation was reached by Charmaz's (2006) 
definition.
There is no way of knowing what the experiences of those who did not participate are, and 
were this study to be conducted again, it would be interesting to recruit from differing 
sources such as other charities, support groups and clinical settings in order to examine the 
differences, if any, between groups of partners. This particular issue limits the 
generalisability of the results of this study, but does not take away from the experiences 
reported by those who did participate. It would also be interesting to be able to divide the 
participant experiences by varying types of OCD in order to see if any differences are 
identifiable. This may also identify different support needs for those living with someone 
affected by OCD, and suggest different clinical and research implications for developing this 
area further, and should be considered when taking this research forward.
Implications for future research
Future research could continue the exploration of this area and aim to address some of the 
limitations mentioned above. Recruiting from different sources and examining a wider 
range o f experiences may uncover different outcomes and implications and would widen 
the scope of this newly discovered area. Of particular interest would be the inclusion of 
partners in therapy undertaken with adults with OCD, and an examination of the impact on 
both partners and the person with OCD of doing so. The present study raises several issues 
not previously highlighted in research and suggests further examination in this area is 
needed.
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8. Reflection
Conducting this research presented as many rewards as it did challenges. I was excited 
about the opportunity to conduct this research as I fe lt it was an 'untapped' area and one 
which warranted further investigation, and my enthusiasm remained undiminished 
throughout the research process.
One of the challenges I found when conducting this research was listening to partners 
describe accommodating behaviours that they were engaging in that I knew would not be 
helpful to them or to their partner with OCD. Having worked with individuals with a 
diagnosis of OCD and their families, I am used to explaining to families how some 
behaviours may be more or less helpful than intended, and giving families alternative 
responses and strategies to help them cope. However, in my role as researcher it was not 
possible to offer intervention. It was also difficult to listen to individuals who were very 
distressed and be unable to offer them any kind of on going support as would be usual 
within my clinical setting.
I feel my strong relationship with those at OCD-UK helped me overcome this difficulty. 
Having worked with OCD-UK for many years I know the charity and those involved very 
well, and the ethos and workings of the charity are very much in-line with my own views of 
good clinical practice. This meant I could confidently signpost participants who required on­
going support and advice to the charity. Also, although not able to offer any clinical advice 
in my role as a researcher, I did however inform participants o f local OCD-UK support 
groups and forums on the charity website. This providing of information meant I felt 
confident that participants were able to access support if needed, and helped me manage 
my feelings of discomfort.
The second challenge for me was being a qualitative researcher. I only had quantitative 
research experience pre-training and had assumed I would continue with this method for 
my major research project. However, I quickly felt that this research topic warranted a 
qualitative foundation. The fact that this research has uncovered many areas of complexity
148
Research Dossier Major Research Project URN : 6073415
within accommodation and the all-encompassing nature of another's OCD, and that I was 
able to gather such rich and informative data, makes me confident that qualitative was the 
right choice for this research. However it was a challenging transition. I had not appreciated 
just how different the mind-set of qualitative is from quantitative and how much 'head 
space' was required for thinking over and immersing oneself in one's data. Whilst on two 
very demanding clinical placements alongside writing this research I believe that my biggest 
challenge was finding the thinking space needed to feel I was fully embracing the 
experience of qualitative research. Peer support, and in particular the grounded theory 
group that I set up, helped me enormously with this process. As a group we put aside time 
to think about, discuss and reflect on each other's and our own research and then spent 
time focused on specific aspects of grounded theory analysis. This approach resulted in me 
feeling immersed in my data and in the methodology. Also the continued feedback of my 
supervisors throughout write-up helped enormously, as they helped me remain grounded 
in my data and within a qualitative mind-set. My overall experience of qualitative research, 
although challenging, has been positive and one which I thoroughly enjoyed and it is an 
approach that I would use again in future research.
The unfamiliar experience of feeling anger towards the person with OCD, resulting from 
participant transference, was an unexpected and highly emotive consequence of 
conducting my research. I also experienced overwhelming sadness and a sense of injustice 
at hearing participant experiences of living with someone with OCD and the absolute 
invasiveness of the OCD in their own lives. Whilst conducting my data collection, I became 
aware o f feeling disempowered and I wondered if this mirrored the experiences of those 
living with someone with OCD. I was listening to experiences which in a clinical setting I 
would be helping the person with, but in the research setting I could only offer support and 
encouragement through signposting to OCD-UK. I questioned whether this feeling of 
induced helplessness was similar to the experiences of those living with someone with OCD. 
Do they also feel they listen and encourage but actually have no control over, or input 
towards, a solution? These strong emotional responses following interviews were 
unexpected but valuable for raising such questions and providing me with further insight 
into participants' experiences. I found supervision and debriefing following interviews 
invaluable, as well as taking time out for reflection and the processing o f these experiences.
A very positive aspect of this research for me was that I chose something that I was, and 
remain, genuinely interested in and enthused by. Also the feedback that I received from
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participants and others caring for someone with OCD served to encourage me, and 
reinforce my belief that this research was necessary. I received many emails from 
individuals not wanting to take part but thanking me for recognising that there was an 
impact on partners and for conducting the research:
Emails received reprinted here with senders' permission:
"I really respect your decision to research this topic because there isn't much out there for 
partners and friends at the moment. Thank you."
"I am in tears at my desk at work so thankful and relieved that someone has finally 
recognised the impact on us. Thank you for doing your research"
Overall I am confident that the research was necessary and will be beneficial both to 
clinicians and those affected by OCD, and I am pleased to have completed it. I believe this 
will be the start, rather than the end, of my research into this area, and hope to use this 
research as the foundation for future research projects.
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Letter of ethical 
approval:
159
Research Dossier Major Research Project URN: 6073415
Dr Adrian Coyle
Chair: Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Stephanie Fitzgerald 
Trainee Clinical Trainee 
Department of Psychology 
University of Surrey
UNIVERSITY OF
SURREY
Faculty of
Arts and Human Sciences
G uildford, Surrey GU2 7XH UK
T: +44 (0)1483 689445 
F +44 (0)1483 689550
www.5urrey.ac.uk
14th July 2010
Dear Stephanie 
Reference: 469-PSY-10 RS
Title of Project: A qualitative study examining the experience of accommodating 
Oteessive Compulsive Disorder (OCD) symptoms
Thank you for your re-submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given a favourable ettiical 
opinion.
If ttiere are any significant changes to this proposal you may need to consider requesting 
«mutiny by the Faculty Ethics Committee.
Yours sinœrely
Dr Adrian Coyle
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Appendix B
Text from advertisement placed on OCD-UK's website;
Does your partner have OCD?
OCD doesn't only affect the person diagnosed but also those around them. Whilst much 
research has focused on the individual with OCD I am looking for participants who would be 
willing to talk to me about their experiences of living with someone with OCD. The ultimate 
aim of this research is to gain a better understanding o f these experiences, meaning health 
professionals can know how best to help everyone affected by OCD, not just the individual 
with a diagnosis.
Are you:
® Over the age of ISyrs?
« Living with a partner with a current diagnosis o f OCD who is also over the age of 18yrs?
If you would be interested in taking part, you will be asked to take part in a short interview 
which will take place at a location convenient to you. All travel expenses will be 
reimbursed.
For further information please open the information sheet in Word or PDF below.
If you would like to take part please contact Stephanie Fitzgerald on 
s.fitzgerald@surrey.ac.uk
Ethical approval: This project has received ethical approval from the University of Surrey 
Faculty o f Arts and Human Sciences Ethics Committee.
Ethics code: 469-PSY-lO-RS
161
Research Dossier Major Research Project URN; 6073415
Appendix C
Participant information sheet ^  U N IVER SITY  OF
®CI«JK
Information Sheet
Thank you for expressing an interest in my research.
Should you wish to participate in my research you will be asked to answer some questions 
about your experiences of supporting someone with Obsessive Compulsive Disorder (OCD). 
This interview will last between 30minutes and Ihour and will be conducted at a location 
convenient to you.
This conversation will be recorded. Once finished the conversation will be fully transcribed 
with all identifying data removed and the original recording will be deleted. This means that 
all data will be completely anonymised and you will not be identifiable from anything that 
you have said. The anonymised transcripts will be held in a secure filing system in 
accordance with the data protection act.
If you change your mind about participating in my study, both during or after participating, 
you can withdraw without needing to explain or justify your position and all data will be 
immediately destroyed and you will be removed from the study.
I am aware that living with someone with OCD is not always an easy experience and it is 
possible you may become distressed when discussing these experiences with me. I am 
happy and available to discuss any difficult feelings you experience as a result o f this 
conversation both during and after the interview and will try to ensure the experience of 
the interview is not an unpleasant or distressing one.
Should you have any concerns or questions following the research you can contact me via 
s.fitzgerald@surrev.ac.uk or you can contact OCD UK via admin@ocduk.org citing 
'Fitzgerald Research' in the subject line.
Stephanie Fitzgerald
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Trainee Clinical Psychologist 
University of Surrey 
Ethics code: 469-PSY-lO-RS
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Appendix D
Participant Consent Fornri UNIVERSITY OF
SURREY#CD UK
Consent Form
•  I the undersigned voluntarily agree to take part in the study on discussing my 
experiences of supporting someone with Obsessive Compulsive Disorder (OCD).
•  I have read and understood the Information Sheet provided. I have been given a full 
explanation by the investigators of the nature, purpose, location and likely duration of 
the study, and of what I will be expected to do. I have been advised about any 
discomfort and possible ill-effects on my health and well-being which may result. I 
have been given the opportunity to ask questions on all aspects of the study and have 
understood the advice and information given as a result.
•  I consent to my personal data, as outlined in the accompanying information sheet, 
being used for this study and other research. I understand that all personal data 
relating to volunteers is held and processed in the strictest confidence, and in 
accordance with the Data Protection Act (1998).
•  I understand that I am free to withdraw from the study at any time without needing to 
justify my decision and w ithout prejudice.
•  I confirm that I have read and understood the above and freely consent to participating 
in this study. I have been given adequate time to consider my participation and agree 
to comply with the instructions and restrictions of the study.
Name of volunteer (Please print name clearly)
Signed
Date
Name of researcher Stephanie Fitzgerald
Signed
Date
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Ethics code: 469-PSY-lO-RS
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Appendix E
Amended Interview Schedules 
Amended Interview Schedule version 2:
How long has *person with OCD* had OCD?
When did you first become aware of their OCD?
What impact, if any, has this had on your own day-to-day life?
What longer-term impact, if any, would you say this has had on you?
What is your understanding of the term 'accommodation'?
What role do you think accommodation plays?
What impact, either positive or negative, do you think this accommodation has had on your 
relationship with * person with OCD*?
Some people I have spoken to mention some impact on their own emotions and how they 
manage those. Would you say this has also been your experience?
What, if  anything, would you like to change in the future? How achievable do these changes 
feel?
Amended Interview Schedule version 3:
How long has *person with OCD* had OCD?
When did you first become aware o f their OCD?
What impact, if any, has this had on your own day-to-day life?
What longer-term impact, if any, would you say this has had on you? 
What is your understanding of the term 'accommodation'?
What role do you think accommodation plays?
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What impact; either positive or negative, do you think this accommodation has had on your 
relationship with *person with OCD*?
Some people I have spoken to mention some impact on their own emotions and how they 
manage those. Would you say this has also been your experience?
Putting myself in your shoes. I'm wondering about the issue of anger. Have you had any 
experiences of anger regarding your situation or your partner?
What, if anything, would you like to change in the future? How achievable do these changes 
feel?
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Appendix F
De-briefing sheet
#CD-UK U N IV E R S IT Y  O FSURREY
Debrief Sheet
Thank you for meeting with me today and discussing your experiences.
As you know the aim of my research is to explore the experiences of those living with 
someone with OCD. I am hoping this research will help others to understand what it is like 
to live with someone with OCD and to know in what areas it would be helpful to receive 
some support.
If you have any questions or concerns following our meeting or if you think o f something 
that you would like to discuss further then please do not hesitate to contact me on 
s.fitzgerald@surrev.ac.uk.
As you know all identifying data will be removed from your interview and the transcript will 
be securely kept in accordance with the Data Protection Act. Should you wish to withdraw 
your data from my study you may do so at any time by contacting me on the above email 
address.
I would like to thank you again for your time.
Stephanie Fitzgerald 
Trainee Clinical Psychologist 
University of Surrey
Ethics code: 469-PSY-lO RS
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Appendix G
An example o f an interview transcript w ith initial coding^^
Nancy Smith Transcription Initial codings
1; (General introductions and chat, 
confidentiality issues and consent etc)
1: So you mentioned in the email that it's your 
husband that has OCD is that right?
1. P: Yes it is.
1: ok how long has he had OCD?
2. P: Well umm... he always says that he's not 
entirely sure but he certainly remembers it from 
you know 11,12,13 that sort o f age (ok) and 
he's now 38.
Not entirely sure when OCD 
started
Approx had for 25 years
1; ok so very much a childhood start...
3. P: yes
1: ok. And when did you first find out about his 
OCD?
4. P: Oh God straight away because when 1 first 
met him 1 thought he was well 1 mean 1 didn't 
know anything about OCD and 1 met him and he 
happened to be quite handsome so he sort of 
got away with it (*laughs*) but he was quite
Knew straight away 
“got away with it”
Initial codings may not exactly match data due to the differing margins in this document. For this 
reason line numbers have also been excluded.
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sort of odd, had certainly had odd mannerisms 
and things that I couldn't put my finger on (to 
begin with...) to work out why he did certain 
things but yes straight away (ok) I just didn't 
know what it was.
Knew something wasn’t right 
straight away but didn’t know 
what it was
I; and when did you find out what it was?
P: umm I think he probably told me after I 
dunno a week or so because I think if he... 
because it's so severe you couldn't not notice so 
he (yes) I think he very much you know if he's 
close to somebody or wants to be close the 
somebody he'll tell them about it (yes)
Told her after a week or so
So severe that you couldn’t fail 
to notice it- is this why he told
Will share/ disclose his OCD 
with people he wants to be close 
to
I: so right at the beginning o f your relationship 
you were aware?
6. P: yep yeah.
I: and when you say there were sort o f odd 
mannerisms what sort o f things was it that 
you'd noticed?
7. P: *laughs* umm things like you could be talking 
to him and he'd suddenly be like seem to not be 
there or sort o f you know in anyway focused on 
what you were saying or you or anything (ok) 
he'll sort o f zone out if you know what I mean 
(yep) umm and other things he does *laughs* 
what we call his sort o f funny movements sort 
o f thing sort o f ritualistic movements run up 
and down the stairs about ten times so that he 
can run up in a way that feels right if you see
You could be talking to him and 
suddenly he’ll seem not to be 
there. Not focused.
He’ll sort of zone out
“funny movements”- ritualistic 
movements
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what I mean (yes) all the usual sort of funny 
movements I call them (yes yes).
In a way that “feels righf
‘funny movements’
I: and I'm thinking in terms of the focus the 
impact on you in terms of sort of a day-to-day... 
getting on with your normal day-to-day stuff 
what sort of impact does that, your husband's 
OCD, have on that?
8. P: ummm well it's changed actually we've now 
been married for well we've known each other 
for around just more than 8 years maybe 8 K - 9 
years (ok) and when I first met him it was 
extremely bad and he was actually quite 
interestingly I suppose going through a nervous 
breakdown when I met him (oh ok) and so at 
that point I mean it was just horrific (yes) I'd go 
out to work, he's a photographer so he works 
from home (yes) because he couldn't get a job 
working in a normal environment because he he 
would he said you know historically he's had 
jobs and been sacked for oddities but I'd get 
home from work and I'd find him in the corner 
o f the room just having some kind of anxiety/ 
panic attack (right) caused by the OCD and he 
said he'd say he'd been sitting there in the 
corner of the room for 10 hours you know while 
I'd been out at work (goodness) and I 
remember another particular occasion where 
he went through a stage o f not being able to get 
out o f the bath and I had to go to a friend's 
christening and he was just stuck in the bath so I 
missed it (oh gosh) and I think just just things 
like that, that's before we had children actually
It’s changed
Known each other for 8-9 years
When first met him it was 
extremely bad
Nervous breakdown
Works from home
Couldn’t get a job working in a 
normal environment
Historically had jobs and been 
sacked
Get home from work and find 
him having a panic attack -
Would have been panicking on 
his own for 10 hours.
Went through a stage of not 
being able to get out of the bath.
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(yes) and other things I mean now he's much 
better, he's sort of managed to pull himself out 
of his nervous breakdown (good) and he sort of 
it's just things like he sometimes can't pick up 
the kids so he'll be he can't have them touch 
him or anything and so if they run to him and 
try and grab him round the leg as children will 
do he'll sort o f put has to run away from them 
walk away from them things like that (ok) so I 
have to kind of pick them up and 'leave Daddy 
alone now' you know that sort o f thing
Had to go to a friend’s 
christening but he was stuck so 
she missed it.
Before they had children.
Now he’s much better
Managed to pull himself out of 
nervous breakdown
Sometimes he can’t pick the kids 
up. He can’t have them touch 
him.
He will run/ walk away from the 
children
She has to pick them up and say 
‘Leave Daddy alone’ etc.
I: yes so do you find in that sense that you're 
stepping in to sort o f compensate maybe so 
when your husband has to leave (yes yes) needs 
to walk away then you're there to pick up the 
kids and do that role? (yes yes). So from what 
you're saying there is contamination part o f 
your husband's OCD?
9. P: not really it's more fear of his health, it's 
thinking there's something wrong with different 
parts of his body (ok) and continually I mean he 
was saying the other day ummm cos he 
continually checks I mean used to continuously 
check parts o f his body were working properly 
(yes) I mean to the point where he'd actually 
damage himself (oh ok) so just let me well I'll
Health anxiety
Thinks there’s something wrong 
with different parts of his body
Continually checks
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give you an example of say maybe he thought 
his elbow wasn't working properly so he'd 
straighten and bend and straighten and bend 
and straighten and bend his arm til his elbow 
was aching and sore and (yes) that kind of thing 
and he used to go to a Dr all the time and say 
'this part o f my body is broken, it isn't working, 
I'm worried about i f  and they'd say 'look Mr 
Smith there is absolutely nothing wrong with 
your body it's entirely in your mind you need to 
go and get your mind sorted out not your body' 
and it's it's not really contamination more 
health and related to his body.
Would actually damage himself
Would straighten and bend his 
elbow until it’s actually sore
Used to go to the Dr all of the 
time
Dr’s would say ‘look there is 
nothing wrong with you- it’s in 
your mind’.
I: yes so almost health anxiety but it doesn't 
sound like it's constantly in one place it sounds 
it's sort o f different places...
10. P: no cos he says it moves and so once he's 
gotten over one part of his body being healthy 
and managed to put that to rights it moves 
somewhere else he describes it as if he cut the 
head o ff a snake another head grew out 
somewhere else (yes) just continual (yes) he 
actually he wrote an... umm... a kind of thing 
about a thing for *name of charity worker* at 
OCD UK (oh ok) like a piece saying how his OCD 
manifested itself and 11 mean I read it and he 
said bits like having continually white noise like 
if you move your body then all the senses in 
your body will pick up various movements and 
things in your brain that most people will block 
that block the tiny movements hat your body
Says it moves around his body.
Puts one part to rights and it 
moves elsewhere. Cut the head 
off a snake it’ll grow elsewhere.
Wrote a piece about his OCD for 
magazine.
Continual white noise’ of OCD.
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makes out (yes) and you get you only get I'm 
not explaining it very well actually it's incredibly 
complicated (it is yes but you're doing well) it's 
as though the white noise is turned up to full 
volume so that every single movement every 
single tiny movement in your body that you 
might feel you know someone's skirt brushing 
past your leg or something is turned right up so 
high so far up that it's continually bombarding 
his brain with panic messages that something is 
going wrong (yes) or that his body is attacking 
him or hurting him or something (yes) that's 
what it's like apparently.
As though ‘white noise’ of 
movement is turned up to full 
volume
Bombarding his brain with panic 
messages
‘something going wrong’ his 
body is attacking or hurting him.
I: yes yes gosh
11. P: does that make sense?
I: yes yes it does. I suppose I'm thinking about 
again thinking about the impact of that on you 
cos it sounds as though that could almost be a 
full-time occupation for him you know this sort 
o f continual awareness of his body and that sort 
o f thing I'm wondering what that's ... the impact 
of this OCD on you both day-to-day and maybe 
longer term sort o f if you've noticed...?
12. P: I mean day to day as I say it's just things he 
does get tired he gets very bad-tempered not 
bad not aggressive but bad-tempered because 
umm... what's the word? Short tempered
Get’s tired. Bad tempered.
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whereas maybe he wouldn't otherwise (yes) he 
actually a very sort of cheerful naturally 
cheerful sort o f funny person (yes) and he does 
get quite sort of just irritable (mmm) with me 
and you know with himself and just with 
everything (mmm) because I suppose he's 
constantly dealing with this barrage that is 
going on his mind (mmm) and as I say very tired 
he... I worry a lot if  he's woken up by the kids at 
night because sleep if he is deprived of sleep his 
OCD gets much worse (yes) and other impact I 
suppose he can't hold down a proper job a 
normal office job type job (mmm) a 9-5 job he 
just wouldn't be capable of doing that he's also 
dyslexic as well very dyslexic which also stops 
him getting a 9-5 job (yea) like a normal job
Short tempered.
Actually a funny person but does 
get irritable.
He gets irritable with himself 
and with her.
He’s tired. She worries a lot if 
the kids wake him up.
If sleep deprived then his OCD is 
much worse.
He can’t hold down a proper job.
Dyslexic
yes... so there's a financial impact?
13. P: definitely. Financial impact yes although he's 
spent his life working round it so as I say he's a 
photographer which means that he can work in 
his own time (yes) and we've also set up a hotel 
we live in / / / /  as you know and we've set up a 
hotel here which again is something that you 
can kind of either be ... front of house talking to 
people or you can go and hide in the back 
depending on how you're feeling (yes yes) 
umm... so yeah I mean he has definitely adapted 
to try and get round the problem of it (yes yes) 
he's very much aware that it is a problem and 
not him not his personality it's something 
separate (yes) and I think that's enabled him to
Financial impact
Can work in his own time.
Set up a hotel
Can choose involvement 
dependent on mood - does she 
ever gef m e/zooje or 
wording oronW
Adapted to try and get round the
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kind of yeah work round be aware of it in that 
way and to be able to work round it and he's 
very clever at being able skirting round it 
working round it because he is working round 
his dyslexia and it's the same thing, similar.
problem. Aware there is a 
problem. Not his personality but 
someülûrygsKqparate.
Clever at working around it.
Working around his dyslexia as 
well.
I: yes yes... so thinking again sort o f thinking 
about the impact o f that on you because you 
were saying about there's a financial impact so 
I'd imagine maybe the worry that comes with 
any sort o f financial impact I think ... but I'm 
thinking also about you mentioned you're quite 
... aware o f things like if  the children are being 
noisy at night or if his sleep is going to be... 
(mmm hmmm) I'm wondering if you... does that 
make you feel anxious if the kids are being 
noisy? What's the sort o f impact on you?
14. P: Umm... not... well yeah I suppose it does well 
only because I worry about him not because I 
you know and I feel so sorry for him I feel so 
sorry for anyone who has OCD to that level (yes) 
it's devastating to watch someone being 
tortured in that way (yes) so I suppose from that 
point o f view it makes me anxious and worried 
and upset but I mean not... not really otherwise 
if that makes sense?
Anxious about children being 
noisy
Worries about him
Feels sorry for him/ others with 
OCD. Devastating to watch.
Anxious, worries and upset
I: So it's more sort of a worry because you've 
seen say the impact of lack o f sleep?
15. P: yes and he sometimes looks so tired and so 
distressed you know (yes) it's like watching
Looks so tired
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someone be tortured (yes) Like watching someone be 
tortured.
I; so would you say that's one of the impacts on 
you? I'm thinking how upsetting it must be to 
watch someone that you love, that you're 
married to being 'tortured' in this way?
16. P: yes it is upsetting (yeah) very upsetting
I: yes. And how do you feel about OCD as a... in 
your relationship? Does it feel like it's constantly 
there does it feel like it comes and goes? How 
do you feel about OCD?
17. P: constantly there and it's con... always there 
(ok) and I wish it wasn't I wish it would go away 
and I mean obviously he does as well but...
Constantly there, always there, I 
wish it wasn’t-1 wish it would 
go away
I: yes yes. Have either o f you had any input from 
mental health services with regard to OCD and 
treatment and that sort o f thing?
18. P: yes he has. I haven't. But he... obviously... but 
he has he's I mean he says I've been to various 
psychologists over the years and some better 
than others (yes) he had a very good one when 
we lived in / / / / /  actually a woman during his 
nervous breakdown who really helped him and 
actually started to ... well basically was the start 
o f him getting out of it out o f his nervous 
breakdown (yes) for example and that was the 
cognitive behavioural therapist... and also 
various drugs we've been prescribed various 
drugs by ummm Dr's but he's very very anti 
taking drugs he says they totally mong him out 
and destroy your personality etc (right yes)
No MH input for her- he has had 
some- been to various 
psychologists over the years.
Had one very good one.
Start of him getting out of his 
nervous breakdown
CBT
Various drugs
Very anti taking drugs- they
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‘mong him out’ and destroy his 
personality.
I: and it's difficult perhaps to find the right 
balance with medication between feeling 
calmer and not having so many thoughts but 
also not feeling totally monged as you say mmm 
mmm... ok so you mentioned then that there's 
been some help from psychology but more in 
the UK not so much in / / / / / . . .  when did you 
move to / / / / /?
19. P: 5 years ago
I: ok gosh so it's been quite a settling in
*laughs* (laughs yes) general chat about 
/ / / / / /  •• How do you feel about OCD? Do you 
feel like it's always going to be there or do you 
feel it's...?
20. P: I feel for me unless there's some kind of 
surgery takes place because we we've talked a 
great deal about it as you can imagine and I 
think and he agrees that you know unless some 
actual physical surgery brain surgery took place 
that it would always be there and I don't believe 
that any amount of medication or or therapy 
would ever remove it from him so I think it's 
something physical with him definitely and 
ingrained from from an early age (ok)
Unless some kind of surgery.
Talked about it a great deal
I think and he agrees
Unless some kind of actual 
physical brain surgery took place 
OCD would always be there.
\Doesn’t believe medication or 
therapy would remove it from 
him.
\  think there’s something 
physically wrong with him that 
has been ingrained from an early 
age.
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I: so there's a sense of almost ummm 
(resignation... there's a word I) yes yes but I 
suppose also there's a real belief there that 
actually almost it can't be helped OCD just is 
there until someone can physically take it out of 
his brain
Resignation
21. P; yes and there's been surgery hasn't there 
recently w ith people inserting electrodes at 
certain points o f the brain...
Surgery recently
I: so it sounds as though something like that...
22. P: yeah and I think you know there are various, 
although funnily enough when I was a child you 
see I sort o f have a vague well I mean a vague 
experience basically of childhood OCD myself 
because I ... I went through something similar I 
was telling *husband* about it, my husband 
about it, and he said yes it definitely sounds like 
you know sort o f mild OCD umm and I think 
there are various different, there are different 
forms of OCD some which can be you know 
treatable perhaps and others which just aren't 
and I do think that his is just not treatable (yes) 
and he'll always have it always without like I say 
some kind of surgical intervention yes
Vague experience of childhood 
OCD
Husband said definitely OCD
Thinks there are various different 
forms of OCD
Some forms are treatable, some 
are not. ‘His is just not treatable’
He’ll always have it without 
surgical intervention
I: I'm thinking Nancy... I'm just thinking out loud, 
if I was in that position how I would feel about 
knowing that this is always going to be there so 
the day-to-day... the bits that you're doing now
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to help are always going to be there, there may 
always be things that you're going to have to do
how does... what's the impact o f that on you?
23. P: on me? W e ll... I ....mean you know I it's 
sometimes irritating sometimes it causes 
arguments (yes) and one gets cross but I've 
learnt to not blame him for it because obviously 
I feel very much that it's not his fault and it's not 
something that he's that he can control and 
therefore I accept I just accept it totally as if... 
hang on a second *background noise with 
children* as if someone might have epilepsy or 
something (yes) so that's how I regard it
Sometimes irritating
Causes arguments
Gets cross but learnt not to 
blame him
\very much feels it’s not his 
fault and not something he can 
control and so has accepted it
totally feels dangerous to his 
recovery!
Accepts it as though it were a an 
involuntary physical illness.
I: as if it's a sort o f physical condition that you 
would just be working around?
24. P: yes yes ... yes exactly
I: does it ever feel. I'm thinking about obviously 
this has been there form the start o f your 
relationship (mmm) so something that you were 
used to I don't get the sense from what you're 
saying that you have to take on much of a caring 
role as say you would with something physical 
you know I'm thinking o f things like diabetes 
where you may be having to care for someone 
and help someone, it's more that protecting 
him form certain things? Is that right?
25. P: yeah I would say so yeah protecting him from 
certain situations yeah and also talking to him I 
mean we talk about it a lot (yes) and I also
Protecting him from certain 
situations
180
Research Dossier Major Research Project URN: 6073415
found OCD-UK actually for him and things like 
and I think he felt very isolated from it and by 
OCD over the years and (yes) by finding things 
like OCD UK and finding things about other 
people who've got OCD and things like that I 
would say that *background noise- child crying* 
things like that I can do things like that which 
will help him *child crying getting louder* (are 
you ok to carry on?) yes of course...
Talking to him a lot
Isolated by his OCD
Can do things for him to make 
him feel less isolated and help 
him like that.
I: I'm just thinking is there an impact on your 
thinking about protecting him from certain 
situations and certain areas and things has 
there been an impact on things like your social 
life?
26. P: yes there has I mean again we've been talking 
about this quite recently because of suddenly 
finding OCD UK and writing this piece for / / / / / / /  
yeah I think I mean I've lost various friends 
through m n i l ’s OCD for example... people who 
just take it as being I mean because / / / / / /  has a 
sort o f sometimes sitting in a room physically 
but mentally isn't there then he sort of zones 
out like I said people sort of take that as / / / / / /  
being stupid or which he most definitely isn't 
(yes) or as rude or sort o f you know just boring 
ummm and I have yeah I've lost friends over it 
because I kind of fe lt over the years I cannot be 
bothered to explain this to you or if I have tried 
to explain it to people people just don't 
understand or don't want to know or aren't
Lost various friends through his 
OCD
Sitting in a room in body but not 
in spirit
Zones out. People think he’s 
stupid which he’s not.
See him as rude or boring
Lost friends over it
Cannot be bothered to explain
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interested (yes) and ... also he did he did he has 
found historically as well that one way of 
switching OCD o ff was to drink very heavily 
during social occasions and social situations so 
he'd get very drunk before people arrived (yes) 
and so that I mean that's obviously had an 
effect on people wanting wanting to know one 
because he's not you know there aren't many 
people who will put up with somebody who is 
just continually drunk when they visit (yes) so 
yea it has affected us socially a lot (yes)
this to you
People just don’t understand, 
don’t want to know/ are not 
interested.
One way to switch OCD off was 
to drink heavily- self medicating
Got very drunk before ppl 
arrived
Obviously had an effect
People won’t put up with him 
being continually drunk
I: and how do you... in terms of feeling quite fed 
up about OCD... one thing I've noticed is that 
anger isn't really mentioned there is a sort o f ... I 
feel as though I'd be cross with OCD I have 
those reactions as someone who doesn't live 
with someone with OCD but I don't get that 
sense from you? And yet it's having a big impact 
on you and your social life, do you ever feel 
angry towards OCD?
27. P: ummm... no I feel I feel anger towards people 
who refuse or don't understand it (mmm) I feel 
angry that you know more is not known about it 
and that it's not more socially acceptable (yes) 
because there's been lots o f documentaries on 
television haven't there about manic depression 
and people like Stephen Fry and things but very 
little really about OCD and it's not you know if it
Feels auger towards those who 
refuse to/ don’t understand it
Angry that more isn’t known
Angry that it’s not more socially 
acceptable
Ben lots of documentaries about
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was more socially acceptable more widely 
understood then it wouldn't have nearly so 
much of a social you know a prob you know an 
impact on our social lives (yes) you know (so it 
sounds without that understanding it's actually 
quite isolating?) yes yeah...
depression.
Very little on OCD
If more was known then 
wouldn’t have such an impact on 
their social life
Isolating
I: in terms of the future and how you see ... 
things... I'm wondering things that you'd like to 
change? I know you mentioned that you both 
feel it's going to take some sort o f surgery but 
do changes feel possible in spite of the OCD? 
Are there things that you both want to do or 
have you had to change plans? How do you feel 
about the future?
28. P: Ummm I don't really know what you mean.
I: I suppose did you have plans that OCD has 
interfered with?
29. P: ummm... has OCD ruined things for us do you 
mean? In terms of things we'd like to have done 
but couldn't? Ummm... no actually probably not 
because I think we work round them I mean 
there's no point in saying well I desperately 
desperately want to you know go and be an 
accountant or you know I desperately want to 
do this because he'll because he couldn't do 
something like that and it would be a waste of 
time it's better to go and find something that 
you can do (yes) an just work round it and or if 
you had a fear o f flying it would be it would be
OCD not mined plans as find 
ways to work around them
Waste of time to do something
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daft to say I really want to go and fly to America 
for a holiday when you just get in the car and 
drive to Spain instead (yes)
you can’t do. Better to do 
somediing else.
I: so it's sort of working with things and finding 
ways around them?
30. P: yes
I: almost that term accommodating? If there is 
this other 'thing' like OCD to live with then 
finding ways round it?
31. P: yeah exactly
I: and you've almost already answered this 
question but I suppose I'm thinking of finding 
ways round things do you think there's any long 
term impact of that do you think there's a long­
term impact on OCD of finding ways round it do 
you think it makes it better in any way? What 
do you think the impact of that on the OCD 
itself might be?
32. P ;... well I don't suppose there is one really it's 
still there do you know what I mean (yes) it's 
like ummm and I know being dyslexic I know 
you can... if you try and get a job as an English 
teacher being dyslexic then it... wouldn't work 
but you might be a good geography teacher so 
you just take a different path and yet you're 
earning the same money and doing the same 
kind of job in a way... do you know what I mean 
(yes) so I don't think it would really make the 
OCD worse or... better or anything it would just 
be different...
Hard for her to talk about impact
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I: yes, so obviously you knew I was calling you 
today was there anything that you fe lt it was 
important that I knew?
33. P: no I don't think so-1 didn't really know what 
to expect from your phone call *laughs* (yes) I 
did have one question really which was what is 
the research going towards?
I: brief explanation about research aim to focus 
on partners and understand their experiences 
better...
34. P: it's really interesting one of the experiences I 
had when I went to see one of / / / / / / / / / 's  
psychotherapists- the one that actually really 
helped him was I fe lt really excluded, and more 
than that I started to immensely dislike her 
because I fe lt like she... he'd come home and 
he'd say things like 'she's really intelligent and 
she's the only person who's ever got inside my 
head and understood' and all those and it 
sounds selfish but I almost fe lt jealous o f his 
sort of relationship because o f this close 
relationship with this other person (yes) and 
that he was telling her all his innermost secrets 
and he was completely uninvolved-1 think 
you're absolutely right (yes) to do that...
Felt really excluded 
Immensely disliked therapist
Felt almost jealous of
relationship he had with his 
therapist.
I... general chat, debrief, closing interview, 
goodbyes.
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Appendix H
Examples of focused coding
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Appendix I 
Memo Log
Progression of memos throughout research:
Interview 1 -  Matthew
• Initially diagnosed as depression -> misdiagnosis highlighting a broader lack of 
understanding o f OCD by health professionals.
•  Noticing hard to stay in my 'research head'. Finding myself thinking as a clinical 
psychologist not as a researcher. Difficult to stay with research interviews and not 
enter clinical interview mode.
•  Comparison to others: more bearable as not as bad as others?
•  "We": "We had to": both have to get involved? Impacting on both o f them?
•  Sees himself as the solution -  " if learned enough she could stop working" -  would 
that fix everything? The cure? Lack of understanding around OCD and huge 
[potentially] responsibility and guilt for seeing self as sole solution and not being 
able to put it into practice.
•  Find myself feeling shocked and angry by the almost cavalier way she mentioned 
suicide -  selfish, wondering where is his emotion around this? How did he feel?
•  Vicious circle? Hard to cheer someone up constantly. Hard to maintain but then she 
notices and it impacts on her. When is he down? When is he "allowed" to be down.
-> constantly having to put on a brave face?
-> not only challenging but we know it is incredibly damaging on mental 
health.
•  Wife's needs come first -  is this always the case?
•  Something around peaks and troughs -  will be 'fine' then a trigger will happen and
the OCD is back again......
•  In bed early -  is there an impact of this? Sex life? Still a sexual partner or now a 
cover?
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•  Sense of not knowing what to do so will do something he can do " if I don't know 
what to do then I'll make a cup of tea ....cos she does like her tea so I can give her a 
hug and a cup of tea."
a sense that he should know what to do?
has to do something even if not sure what to do.
4/ Felt a real sense of sadness -  felt as though the partner was being so sweet and 
considerate -  fe lt a sense o f sadness even though partner not describing sadness or 
unhappiness in any way.
4 /Felt somehow on his "side" -> for some reason feeling a very real sense of anger towards 
the person with OCD which was unusual because:
partner not disclosing anger
I work with people with OCD and have never experienced negative emotion 
towards them before, 
out o f own character. 4/
•  Wondering about transference -  am I experiencing the anger that the partner is 
feeling but somehow unable to express?
-> is it difficult to express anger as somehow there is this sense of not being angry 
with the person but with this other 'thing' the third person of OCD?
•  Indication o f isolation for cover -  lack of understanding from those around him.
•  Sees OCD as something she will have forever -  wondering about the impact of this 
on therapy/treatment success? Linking in with Blake's study on attitudes of 
psychologists.
•  Noticing the difficulty in focussing on him -  the person with the diagnosis is the 
focus o f the future [and possibly the relationship?]
•  Carer has increased/inflated responsibility for person with OCD -> is this a driver 
behind the accommodation? Fear o f what will happen if they don't accommodate?
•  Carer getting into a routine/schedule as part o f the reassurance accommodation.
possible new code? Something around routines and the need to maintain them?
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Reflection: experiencing anger towards the person with OCD -  almost a sense of 
carer doing everything.
-> feels unbalanced and ungrateful even though I understand it is OCD and not a 
personal choice.
these thoughts later echoed by Jeff
Summary of memos from interview 1
•  Looking at level of involvement -  why do it?
•  Anger and the containment of emotions
• Impact on partner
•  Mirroring loss o f role starting to refer to partner as 'carer'
•  Something about OCD as part o f daily routine.
Interview 2 - Gavin
•  N.B. Wife was in the same room as partner during this interview which 
seemed to inhibit disclosure and conversation.
-> Somehow this seemed symbolic o f wider issues around not being able to 
disclose own emotions and having to contain own emotions.
-> Again this invites the question "where ^  partners disclose?" When are 
they allowed to openly and freely discuss the impact of the OCD on them?
4/
Issue o f knowingly accommodating arises -  accommodating in order to avoid 
causing her any more stress or worry.
189
Research Dossier Major Research Project URN: 6073415
Summary of memos from interview 2
Further insight into why accommodating -  in order to avoid increasing 
stress and worry for person with OCD.
Further ideas of OCD being part of a daily routine -  has trained himself to 
automatically check things and is ‘drumming it into’ the kids.
Questions around the awareness of the impact -  gradual changes in own 
behaviour?
Does this make them less apparent thus less aware of level of 
accommodation?
Purpose of accommodation? Does it help long-term?
Difference between knowingly and unwittingly accommodating.
Interview 3 Claire
•  What is the impact/role o f the diagnosis? Does it somehow excuse or make 
tolerable behaviour that was previously unacceptable?
•  Again the issue o f diagnosis raised -  one questioned how much of the behaviour 
described was OCD, and what was being "excused" under the label o f DC that 
actually isn't?
4/
•  High levels of exclusion and uncertainty -  not knowing what you've come home to 
if  they are at home all day.
190
Research Dossier Major Research Project URN : 6073415
vk
•  There seemed to be an assumption made and behavior excused on the basis of the 
OCD diagnosis e.g. "obviously he's got a very bad temper with it".
4/
•  Covers own resilience and familiarity with mental health problems better able to 
cope? More/less ready to accommodate?
Thinking of this person as a carer rather than a partner -  is that how they see 
themselves?
sk
•  There is something emerging about a much more subtle form of accommodation, 
that goes beyond the partaking in the person with OCD's rituals, or checking 
something for them.
-> It is almost as though the partner sees the problems and takes the challenge of 
OCD for the person with OCD.
The problem with this is whilst the partner is doing all the fighting o f OCD, it 
might prevent the person with the diagnosis from taking control/engaging in 
therapy -  as they detached somehow from their OCD as hand it over to their 
partner? Therefore not really seeing it as a problem that thev have to deal with?
4/
•  Even those who sound confident and strong and prepared to fight OCD all the way 
seem to be accommodating at some level -> again this much subtler level of 
accommodation -> but necessary for partners to have some quality of life?
vk
Useful impact of strategies and techniques learnt -  help partner cope but also help 
relationship? As providing more information and insight then maybe easier to 
blame than OCD and not partner?
4/
•  Sees him as able to choose and therefore in some way be responsible for his 
behaviour, but day-to-day takes that responsibility away from him.
There's definitely something here about the role o f responsibility that the 
carer/partner takes on and how helpful/unhelpful that may be. 
vk
•  Vicious cycle o f others not understanding and isolation, 
vk
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•  Possible code for the inflated responsibility but ultimate lack of control -  living as 
though they are the person with OCD and having to handle the consequences, but 
ultimately having no control over how/when the OCD will be treated and get 
better.
vk
•  Hard to stay focused on the partner -  lots of interesting issues coming out o f the 
discussion about person with OCD -  have to constantly remind myself that the 
research is around the experiences of the partner.
vk
•  Slowly formulating a theory that the partner's behaviour/accommodation will have 
a direct impact on treatment but not expressly stated in the data so can I include 
that? Is it true grounded theory if making these kind o f assumptions? Perhaps 
something for the write-up and discussion rather than main theory?
vk
•  Much subtler layers of accommodation coming out here, it is not as simplistic as 
just involving oneself or engaging in checking/washing rituals.
-> The issues extend way beyond this and are much more complex than previous 
research indicates. These subtler and more deep-running complex levels may have 
a large impact on the treatment success for the person with OCD. 
vk
•  Theme developing around partners experiencing f  responsibility but \k control 
over the situation.
vk
•  Accommodating and accepting increased responsibility because otherwise wouldn't 
do anything -  a way of making life more tolerable for themselves as well as their 
partner.
vk
•  If partners are effectively living with someone with OCD and living as though they 
have OCD, shouldn't they then get the same level o f treatment/support/input as 
someone with OCD?
vk
•  The danger of having to be the strong one in the relationship is then how do you 
ask for help?
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vk
Send partners a summary of the focused codes to get their feedback on them.
Summary of memos from interview 3 :
•  Looking at the role of diagnosis, and the impact it has on how 
partners view OCD and their partner's behaviour.
•  Much more subtle and complex levels o f accommodation than 
previously indicated by research.
•  Thinking about the impact of partners accommodation or the person 
with OCD's treatment/therapy.
•  Partners seem to be in this position of increased responsibility but 
decreased control -> needs to be examined further.
Interview 4- Natalie
•  Possible new code around not knowing what to do for the best in certain situations, 
vk
•  Beliefs about future -  OCD will always be here -  it's just part o f who he is -  what is 
the impact o f this on partner/person with OCD?
vk
•  Loss o f role -  more like his parent than his wife, 
vk
•  Not knowing what to do -  uncertainty, 
vk
•  No escape -  unwitting accommodation.
Summary of memos from interview 4:
•  This idea of uncertainty -  not knowing what to do.
•  Unsure how to handle situations -  uncertainty.
•  Loss of role.
•  Impact on future plans/how one views the future.
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•  Unknowingly accommodating/maintaining 
partners need help and input too.
Interview 5- Chris
•  Uncertainty and actions not seeming to help impacts negatively on the partner -  
difficult and frustrating.
vk
•  Uncertainty around impact of their accommodation -  hoped it helped but not clear, 
vk
•  OCD as a background noise that sometimes comes to the forefront -  is this 
acceptance of the background noise part of the subtler aspects of accommodation? 
vk
•  Again the issue of not disclosing own emotions/having to contain own emotions, 
feels like it is contributing to the high levels of uncertainty.
vk
•  Becomes almost second nature to accommodate, 
vk
•  Frustration arising out of uncertainty about what to do -  nothing seems to help (yet 
are asked to do so much).
vk
•  Sense o f acceptance with this participant -  fits with his having accepted it as part o f 
day-to-day life.
vk
•  Believes OCD will always be there to some extent 
-> Impact on person with OCD?
-> Impact on their treatment?
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vk
• Containing own emotions
-> Possible guilt leading to further accommodation?
Summary o f memos from interview 5:
Issue o f uncertainty and the impact on mood.
OCD as permanent, background noise.
Acceptance and belief OCD will always be there.
Is not disclosing own emotions leading to guilt around anger and 
frustration which in turn is leading to greater accommodation?
Interview 6- Nancv
No anger with him even though impact huge-> Why aren't partners expressing 
anger? Is this part of not disclosing own emotions.
Believe anger forms part o f it because I feel a sense o f anger that doesn't feel 
mine e.g. transference, 
vk
Feels quite unsatisfactory as interviews go
Transferred feeling or my own frustration at not finding anything new?
-> Sense of falseness somehow -  something hidden -  not being disclosed? 
vk
Partners seem able to externalise and say it's the OCD but person with diagnosis 
cannot.
-> Outsiders perspective? 
vk
Focus of impact on him -  even when asked directly about the impact on her she 
focused on him -  as if she's unable to stay w ith herself-autom atic shift of focus to 
him?
-> Loss of role?
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-> Loss of sense of self?
4
•  Unhelpful beliefs around OCD.
-> Impact on person with the diagnosis? 
vk
•  Anger towards other people's lack o f understanding.
Summary of memos from interview 6:
•  Issue o f transference -> feeling anger that's not expressed.
•  Cannot focus on self -> loss of sense of her.
•  Where is she in all this?
•  Impact on her belies.
interview 7- Jeff
•  A sense that the diagnosis is as helpful for the partner -  gives them something to
in a world of uncertainty the diagnosis is something to grip to.
vk
•  Partner mind reading the reactions o f the partner w ithout OCD. 
vk
•  Impact on feelings about the future. Are these disclosed/shared by person with 
OCD?
vk
•  Again issue of uncertainty -  not knowing what to do.
Wants practical strategies to help her make progress, not "just" support her -  
wants to be an active part of her recovery, 
vk
•  Person with OCD is mind reading their reactions and acting according -  feels an 
absolute lack of control.
vk
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Even though knows accommodation is not helpful, spends some time reassuring 
just to "have a good night" or just to "get through".
Sense of desperation 
Last resort
vk
When ruins days/plans for partner where do they take that 
anger?/disappointment?/loss?
Very few seem able to tell person with OCD.
Why? What is the fear?
vk
T  Responsibility -  feels crucial to her recovery
vk
Would like greater involvement for partners
Summary of memos from interview 7:
•  Diagnosis helps partner make sense of the situation.
Take the blame off the person with OCD?
•  Uncertainty about what to do, wants practical help.
•  Feeling o f inflated responsibility.
•  Would like partners to be more actively involved.
Interview 8- Anna
•  Impact on children
-> Trying to counter-act this when person with OCD not there.
-> Is that still accommodating somewhat? 
vk
•  Uncertainly -  the danger of not knowing what to do -  you can actually make it 
worse.
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-> You become part of the situation.
It's as though you've got it yourself.
Living as though you're the one with OCD not your partner.
4/
•  Not feeling good enough -  not up to standard.
Failing.
4/
•  Shame and stigma for the partner to admit something is wrong -  almost as though 
it's their fault somehow.
4/
•  Uncertainty
-> again wanting practical strategies of what to actually ^  in situations and how to 
handle the emotional impact.
-> You can make the problem worse.
4/
•  OCD replaces the person
Wasn't her husband anymore -  instead it was this "monster" labeled "M r OCD".
sk
•  Partners a belief they can "fix" them? 
sk
•  Become a part o f OCD -  dictates your life to you.
Summary of memos from interview 8:
•  All encompassing impact -  living as though you have OCD yourself.
•  Feeling my own sadness for this partner -  so many years of married life 
tainted somehow by OCD.
•  Finding ways round but still accommodating -  is zero accommodation ever 
possible for partners?
•  OCD replaces a person -the ir partner no longer exists, instead they are 
living with Miss/Mr OCD.
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Interview 9- Michael
•  Diagnosis -  it all made sense -  helping the partner make sense of the situation, 
sk
•  Managing a pregnancy at the same time OCD impacting on feelings about future 
events.
4/
•  Anger -  person with OCD getting angry and aggressive if not accommodating, 
sk
•  Accommodating for the easy life -  what else do you do? 
sk
•  Not disclosing high levels o f frustration -  something blocking them shouting at 
partners.
sk
•  Beliefs around the future -  OCD will always be there. Shared themes with other 
partners -  hard to  imagine a life free from OCD?
sk
•  Feelings of uselessness -  "it doesn't matter what I do" -  such a disempowering 
position to be in.
sk
•  OCD replaces the person -  "it's like she's moved and OCD has moved in".
Summary of memos from interview 9:
The person with OCD being angry and aggressive if partner does 
not accommodate.
Uncertainty -  disempowering position.
Impact of partners beliefs about OCD?
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Appendix J
Explanation of the individual focussed codes with illustrative quotes to aid description.
Focused coding is a process that allows the data to be categorised and analysed in a more 
directive manner than initial coding (Charmaz, 2006). Therefore the focused codes directly 
arose out of the initial codes but aimed to move the data analysis more towards a greater 
understanding of participants' experiences and the development of a theory.
From this process twelve focused codes were identified which were:
1. "I"- direct involvement
2. "We"- direct involvement
3. Comparison to others/ normalising
4. Exclusion
5. Negative impact on own emotions
6. Not disclosing/ containing own emotions
7. Impact on personal life
8. Uncertainty
9. Stigma/ unhelpful reactions from others
10. Fluctuating nature of OCD
11. Knowingly accommodating
12. Anger/ Aggression/ Conflict.
These codes are explained below using examples from the data. All names have been 
changed to protect participants and their partners' anonymity.
4.1 " I"  -  direct involvement
Participants discussed their experience of involvement in their partner's OCD in two distinct 
ways. Firstly participants referred to experiences where both they and their partner were 
involved in an activity directly relating to the OCD. Secondly participants described sole 
involvement in the OCD, for example, where they had done something for their partner or 
as a direct result of their partner's OCD symptoms, but without their partner being present. 
The code "I"- direct involvement referred to this sole involvement described.
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Some participants spoke o f altering their own behaviour in order to accommodate their
partner's OCD symptoms:
Gavin:22.1-22.3 "I make sure that... nothing goes on the surfaces... you 
know i f  food goes on the surfaces.... On the kitchen surface... I make sure 
that I don't put it  back where it  was, it's got to go in the bin"
Participants also talked about engaging in their own checking rituals in case their partner 
should ask them about a situation later on:
Gavin: 28.1-28.3 "...most o f the time I do find  myself double checking 
myself fo r  things and make sure that... That this hasn't touched that... 
and it's not dirty..."
Jeff: 27.14- 27.21 "I'm tracking it  now... I know she's going to call me i f  
she can't remember whether she's turned them o ff or not to ask me 
whether she's turned them off, so I double check in case I go out I can say 
'yeah they're definitely o ff I checked them fo r  you whilst you were out'."
Participants discussed monitoring their topics of conversation in order to avoid triggering 
their partner's OCD thoughts:
Natalie: 9.2-9.4 "I would ummm potentially avoid talking about certain 
subjects or certain situations where he might be triggered into having 
intrusive thoughts".
Another element o f direct involvement was the partner being involved in the person with 
OCD's wider circle for example their family or workplace and finding themselves in a 
position of explaining or excusing an element of their partner's behaviour:
Matthew: 6 "I got called cos she walked out o f work in tears, came to 
my work, and I had to go and apologise to her supervisor".
It became apparent that there were many differing layers of involvement with the OCD for 
participants. Some aspects were obvious and more familiar in the literature such as offering 
reassurance or engaging in checking rituals for their partner with OCD. However there were 
other much more subtle forms of accommodation and involvement, which have not yet 
been addressed in the existing literature. For example, participants reported changing work
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schedules or social arrangements w ithout their partner's knowledge in order to 
accommodate their partner's OCD:
Natalie: 52.2-52.5 "I had to kind o f explain to my boss because I said 
'Adam's really ill ' I didn't say that he'd got OCD but I said that he'd had 
suicidal thoughts and that he might be calling me a lo t or I might have to 
speak to his doctors and had to take time o ff to go and see Adam's 
doctor's and care-coordinators with him."
Matthew:29.1-29.5 "I mean I know that as soon as she starts saying stuff 
like that I think 'well i f  we did go out she wouldn't enjoy herself so then I 
won't enjoy myself anyway'" (discussing changing his birthday plans)
This issue of partners being involved and accommodating within the wider systemic context 
will be further explored in the discussion section.
It was Interesting to note that for some participants, the changes and accommodation had 
become routine, as though accommodating OCD had become a 'background noise' to the 
relationship for both partners involved.
C hris :ll.1-11.2 "I'd say that's a really good way o f describing it  that it's 
background noise and sometimes it  kind o f comes to the foreground"
4.2 "W e"- direct involvement
This code referred to the participant being involved in an aspect of the OCD with their 
partner. For example they may have been involved in jo intly participating in a ritual or a 
process associated with their partner's OCD. This was distinct from the "I" direct 
involvement category because the person with OCD would also be involved.
Some partners described being involved in checking rituals:
Matthew: 4.6-4.7 "she thought she saw some glass on the playing fie ld  
so we had to walk back and find  this piece o f glass"
Other participants described the OCD in terms of a Joint problem or a jo in t process, as 
though they saw themselves very much as part o f the OCD and being involved in the 
process.
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Claire: 29.14- 29.15 "we will get through it... we are going in the right 
direction..."
Anna: 18.5 "  ok you know how can we control this, how can we lim it 
this?"
Jeff: 17.6 "... this is the situation we've found ourselves in"
Participant's also described their own experiences as linked with how their partner was 
feeling and behaving.
Claire: 29.17 "we've actually had a really good month..."
4.3 Comparison to others/normaiising
This code was common in all interviews conducted and arose out of participants comparing 
their own situation of living with their partner to others. This comparison usually referred 
to other people with OCD or was used as a normalising tool to explain the behaviour o f the 
person with OCD:
Matthew: 4.2-4.3 "it's not nearly as severe as what you see a lo t o f 
people with contamination."
Claire: 45.7-45.9 "there's a lad's mother who goes down there and she's 
not coping with it  very well at all, she's a total mess... I looked a t her and 
thought 'oh my God that could be me'".
Jeff: 8.6-8.9 "everyone has kind o f thoughts that distress them 
sometimes"
Jeff: 10.27-10.29 "everyone has things that they have to deal with going 
forward don't they so it's not you know..."
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Participants also compared their relationship with other relationships within their social 
circle and couples living w ithout OCD:
Jeff: 17.18-17. 27 "I get quite sort o f jealous o f other couples sometimes 
(ok) just because they just have to deal with the everyday couple stuff 
you know none o f my mates... are having to deal with quite a 
significantly mentally ill person (yes)... you know are their lives better 
than mine? Are they more free and you know do they have less stress in 
their lives? Do they enjoy things more?... it  does make me feel how 
would Hay ley and I be different i f  she wasn't ill you know, what more 
could we be doing(?)..."
4.4 Exclusion
This code encompassed the many different elements of exclusion that participants 
experienced. Participants described being excluded from services and appointments:
Claire: 5.7 "he didn't tell me about it, I didn't know about it"
Claire: 6.22-6.31 "he's got quite secretive behaviour, anything he doesn't 
want me to see he hides (right) and cos he's home all day he gets the 
post (yes) we've had lots o f issues... to start with when he firs t got 
privately diagnosed with OCD, he got referred to * clinic name* and he 
told me fo r  about three or fou r months he was going there and he 
wasn't, and he was giving me weekly updates on how he was doing... 
and I d idn't know he wasn't even going there cos all data protection is all 
him isn't it"
Participants also discussed how their partner would withdraw into an OCD 'world' or 'zone', 
into which the participant could not follow and was totally excluded from:
Claire: 12.35-12.36 "you know because he would just shut me out, 
wouldn't let me in"
Nancy: 7.2-7.5 "he'd suddenly be like seem to not be there or sort o f you 
know in any way focused on what you were saying or you or anything, 
he'll sort o f zone out i f  you know what I mean"
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Michael: 9.21-9.24 "she's so completely oblivious. Absolutely nothing 
else matters, not even our little  one, he could be screaming but he's not, 
nothing it's just what's going on in her mind"
Jeff: 8.23-8.29 " if  we're watching a film  or something and something will 
come on that will remind her or trigger a worry (yes) and then I can tell 
over the next ten minutes that she's been thinking about it  cos she hasn't 
been engaging in the film  or she hasn't sort o f laughed or commented 
(yes) or you know I can tell that she's not been there..."
Participants also reported exclusion in terms of being 'shut out' by the person with OCD by 
being told they do not understand:
Michael: 22.3-22.8 "I know what it's like, what she's going through,
(yes), I find  that really frustrating when she says that to me 'you don't 
understand' I'm thinking 'well I live with you and we're living this 
together fo r  the, you know, however long it's been'"
4.5 Negative impact on own emotions
This code encompassed all negative emotional impacts of living with someone with OCD. 
Participants reported the impact on their own resources:
Matthew: 12.9-12.11 "it's very difficult to be... happy to be cheering 
someone up constantly fo r  week upon week it  does get you down after a 
while"
Jeff: 43.19-43.20 "I mean no doubt you know how tiring it  is, how 
complicated it  is, how difficult it  is"
Participants described the impact o f living with someone with OCD on their own anxiety 
and emotions:
Nancy: 14.2-14.5 "I worry about him not because I you know and I feel so 
sorry fo r  him I feel so sorry fo r anyone who has OCD to that level... it's 
devastating to watch someone being tortured in that way"
As well as the day-to-day impact o f living with their partner, participants also described 
more serious impacts on their own mental health:
205
Research Dossier M^or Research Project URN : 6073415
Natalie: 13.1-13.2 "well i... it  affected me really badly, I don't think I did 
cope actually cos I already had a mild form  o f depression and it  really 
made it  a lo t worse"
Natalie: 51.1-51.4 "well I just got really really stressed with adrenaline 
and I just fe lt like I was losing my mind because it  fe lt like when you just 
don't know what to do next cos your brain just stops working, your brain 
it's like you're a sponge and you're fu ll and your brain says 7 can't cope 
with any o f this anymore'".
For some participants the impact on their mental health came as a shock because they had 
never experienced mental health difficulties before and had felt they'd coped with other 
situations well:
Anna: 3.33-3.39 "it all just got too much I was so trying to keep 
everything together, fo r  my son, fo r  my Ian, fo r my daughter that I just I 
just h it rock bottom I couldn't cope... I couldn't get out o f the shower one 
day I literally couldn't get up and get dressed and I've always been a 
coper so it  really knocked me little things like everything like getting 
dressed jus t fe lt too much one day, I literally couldn't get dressed one 
day and it  h it me it  h it me out o f nowhere"
Another factor causing a negative impact on participants' emotions was the feeling of 
disempowerment, both in terms of the relationship and of the OCD. Participants fe lt that 
they were expected to manage and accommodate their partner's OCD and the impact that 
it had, but had little to no control over their partner's OCD:
Anna: 5.2-5.15: "a friend kind o f gathered something was going on 
because her husband unfortunately is an addict and she took me along 
to a fam ily support group (ok) and obviously at the time this is fo r  
addicts but a lo t o f the things they were saying in that room really 
resonated with me (mmm) in terms o f not having any control over them, 
not being able to change things fo r them, not enabling them in any way, 
all these sorts o f things suddenly really making sense so I started taking 
on board some o f that realising that I didn't have power over him, so no 
matter what I did it  wasn't going to take the anxiety away, (right), and
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that you know I could tell him till I was blue in the face that there was 
nothing to check in the back o f my daughter's wardrobe but he wasn't 
going to listen he was still going to go and have a look"
4.6 Not disclosing/ containing own emotions
Participants fe lt unable to share their concerns, stresses, worries or anxieties with their 
partner. This was usually a result o f not wanting to add to their partner's worries, or 
knowing that their partner would experience increased anxiety, meaning participants 
would need to engage with more reassurance or other accommodation:
Matthew: 14.2-14.4 "yeah so you know there's been several occasions 
where...it's been a bit o f a rubbish day and I've got a lot on my plate 
but... she's got enough on her plate without worrying about me worrying 
about something".
Claire: 30.1-30.5 "sometimes like financial s tuff yeah sometimes like last 
night I did let go at him but... yeah I do (keep things from  him) because I 
know he'll only fa f f  and get himself into a stew... cos he can't deal with it  
he can't... well i f  he thinks I'm panicking he'll panic so yeah I don't tell 
h/m"
Chris: 16.1-16.3 "I think i f  i f  ummm my wife was having a particularly 
difficult time then yeah I think it  would I wouldn't I wouldn't kind o f want 
to heap more kind o f problems more problems onto her..."
Michael: 32.1-32.10 "I mean I can't tell her anything and that sounds 
awful but... yeah... i f  there was something really wrong with me I don't 
think I would be able to tell her because, well one, it's the kind o f thing, 
she wouldn't be therefor me i f  you know what I mean, or she would fo r  a 
minute or two and then she'd be o ff in her own world so yeah. I'm just... I 
just cope with it  on me own i f  you know what I mean, I just go along with 
i f '
4.7 Impact on personal life
This code looked beyond the emotional impact and highlighted the complex impact on 
varying aspects of participants' lives.
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Participants discussed the impact on their physical health:
Michael:31.32-31.7 "I tried to give up smoking but it  didn't go very well 
and you know... I just find  that coming out fo r  a cigarette fo r five minutes 
just gets me away... from the pair o f them really and that sounds awful 
but just five minutes peace and quiet..."
Claire: 8.17-8.19 "I've been recently diagnosed with Lupus... no blooming 
wonder! So stress is not good fo r  me and I get very tired and I need to 
rest and switch o ff"
Participants talked about the impact on social events and friendships:
Gavin: 10.6-10.8 "it causes difficulties when we have things like fam ily  
celebrations where we're going out fo r  a meal and things like that it  can 
be quite d ifficu lf'
Jeff: 20.28- 20.37 "So this weekend fo r  example ummm we had a game 
o f rugby and I decided that I wanted to take the week o ff because I'm  
just burnt out a t the moment (yeah) I feel like you know she, it's been 
pretty heavy these last couple o f weeks and rugby has been really really 
busy so I took some time o ff but I told one lad, the other guy who was 
helping me as captain in running the team I said 'look you know what's 
going on with me and Hayley I'm really sort o f feeling a bit down at the 
moment and a b it knackered and a b it out. I'm going to take the week 
o ff can you take charge then?"'
Claire: 7.49-7.51 "it's really complicated anyway you know... I've lost 
friends, very good friends, I lost a fifteen years friendship because o f 
Mark's behaviour"
Participants discussed the impact on their career and work choices:
Jeff: 12.19-12.26 "basically I make a choice, I could apply myself a lo t 
more to my work but i f  I do... i f  I really went crazy with that then I 
wouldn't be able to do both and I sort o f made a choice really I've got to 
support myself and Hayley and try and get us through this and sort o f do 
the bare minimum at work fo r now."
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Participants discussed the impact on the relationship and the change in how they see their 
role in the partnership:
Natalie: 41.1-41.4 "well it  has had an impact because it's...at times I've 
fe lt more like Adam's parent than his wife because he's been so worried 
I've fe lt like I've had to take care o f him like you would take care o f a 
child so that so it  has impacted us in that way"
When discussing this change in role participants also discussed the impact on their sex-life:
Claire: 8.29-8.30 "relationship wise well we're more like mother and 
son... sex-side is non-existenf'
Participants also talked about the invasive nature of their partner needing reassurance and 
how they fe lt they needed to be constantly available:
Michael: 9.9-9.10 "last night fo r  example she woke me up when I was 
asleep"
Participants also talked about the longer-term impacts for example the impacts on life- 
plans such as when to have children:
Natalie: 35.1-35.3 "well we planned to have children but I... at the 
moment we... that's not a plan that we have because ummmm Adam 
doesn't think he'd cope and I also think well I've got enough with looking 
after Adam without having a child"
Anna: 24.1-24.13 "I mean the children thing we got married quite young 
so we had time on our side but we were married fo r fou r to five years 
before we had kids, I mean I wanted I was really maternal and desperate 
to have children but he couldn't even, literally fo r  the firs t few  years o f 
our marriage he couldn't even discuss it  (ok) and then... he couldn't even 
contemplate it, he couldn't bear the thought o f that responsibility, and 
the disruption that would cause, you know because the OCD behind that 
is a lo t o f anxiety and worry isn't there and you know the result o f the 
OCD is all about trying to gain control and feel secure and that was just 
way too much fo r  him to consider... and yeah I found that very hard 
because I really wanted and knew I'd always wanted, and I just thought
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'oh well he'll corne round one day' and then two to three years into the 
marriage he was still very uncomfortable about even discussing it so that 
was hard"
4.8 Uncertainty
Participants reported uncertainty about their behaviour around their partner and were 
unsure about what to do and how to help them:
Anna: 4.8-4.12 "I think the biggest issue has been as a partner o f 
someone with it  is you haven't got a Scooby (clue)what to do... do you 
help them, do you turn away, do you scream and shout at him to stop it 
you know what do you do?"
Jeff: 17.2-17.11 "I don't like the idea that somehow I could be an... 
exacerbating it  me being around you know and all I want really is fo r  us 
to be together... I hate to feel like an accessory to that (the OCD)... It is 
hard because you think well you know maybe I should just do the good 
thing and bugger o ff and then she could carry on worrying about half the 
stuff she worries about... but that's not the problem is it. Is it? I don't 
know"
Participants also described their uncertainty about treatment and how best to support their 
partner's therapy and recovery:
Anna: 7.4-7.7 "it's the fam ily or the partner that has no concept o f what 
that involves and what's involved in that, you could continue to actually 
exacerbate the problem, not be helpful, and actually not be supportive, 
you think you're being supportive but you're not."
Participants seemed uncertain about the long term impact of their accommodation, 
including offering reassurance, but some reported that they hoped it had been helpful in 
some way:
Chris 9.15-9.17 "I hope it helped kind o f a t least get her to a point where 
she fe lt able to go and get some help i f  you see what I mean"
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Participants were also uncertain about the future. Almost all participants interviewed 
anticipated their partner having OCD for the rest of their lives, and saw it as a condition 
that would always have to be managed and accommodated;
Chris 21.1-21.2 "I think it  (the OCD) probably will be always be 
background noise to some extent"
Nancy 22.8-22.12 "I think there are various different, there are different 
forms o f OCD some which are treatable and others which just aren't and 
I do think that his is jus t not treatable and he'll always have it, always"
However, very few participants had an idea of how the situation might improve or indeed 
what an improvement would look like. It was difficult for some partners to look ahead to 
the future as they reported just getting through day by day:
Michael 49.1- 49.7 "to be honest I've never... I've not even thought 
about it  it's just so, currently so wrapped up in the present and what's 
happening now I've not even thought about what's actually going to 
happen in the future to be honest... it's something I don't want to dwell 
on"
4.9 Stigma/ unhelpful reactions from others
This code referred to negative experiences encountered by participants and their partners. 
These also referred to stereotyped or inaccurate beliefs around OCD:
Matthew: 23.2-23.7 "I'm afraid I was like the vast majority o f people in 
this country is 'oh it's the hand washing thing'. Whenever I say at work 
oh... you know I might say... my wife's got OCD and it's 'oh she washes 
her hands a lo t doesn't she?'... and I thought you know do I, how long 
have you got?"
Nancy: 26.13-26.15 "I have tried to explain it  to people, people just don't 
understand or don't want to know or aren't interested"
Claire: 13.15-13.20 "I've had big arguments with a friend who basically 
just says 'Mark is a liar... OCD doesn't work like that, it's nothing to do
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with OCD, he's just a liar, I don't want him in the house, don't want to 
know him 'sort o f thing"
Participants also discussed their experiences of getting an unhelpful response from health 
professionals such as their partner receiving the wrong diagnosis, or feeling anxious that 
their partner would be misunderstood by health professionals:
Matthew:2.1-2.8 "Yeah but she had symptoms, many symptoms before 
that and she'd been previously diagnosed as just having ummm 
depression (ok) fo r  several years... they said oh it's depression take these 
anti-depressants and it  wasn't until she came here ... you know she did a 
bit o f research and there was like contamination issues and things like 
that that she went to the Dr's again here and they were like 'oh yeah it's 
OCO'",
Jeff: 43.37-43.40 "I feel like frustrated that fo r  a long time I was like 'go 
and see your GP and she'll refer you here and she'll refer you there' and 
the whole time I was worried that the GP wasn't going to take it  
seriously"
4.10 Fluctuating nature of OCD
Participants discussed the up and down nature of OCD:
Matthew: 17.11-17.14 "you know it  is like... peaks and troughs (yes) you 
know she'll have a couple o f weeks where she'll almost have no 
symptoms (yes) and then it 'll be like, oh it 'll be some like trigger and 
she'll be o ff"
and how partners with OCD may experience 'good' and 'bad' days/ periods o f time:
Anna: 32.9-32.12 "I have to learn to be realistic to know that it  will ebb 
and flow  and there will be bouts o f difficult situations that will cause his 
OCD to become more you know severe and times when he'll be able to 
manage it  better than others"
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Participants also discussed the impact o f the fluctuating nature of OCD:
Claire: 44.4-44.10 "I think in some ways it's harder when you see the 
change and you have a good month or so and then you start, he goes 
down...that's harder cos you...when it's consistent you're kind o f more 
used to it  and you get your guards up and then when it  all goes away 
you're more relaxed and when it  hits you it's like 'Oh God not again' you 
know and it's all back again 'Oh God' and it's hard."
4.11 Knowingly accommodating
This code referred to participants being aware that accommodation of the OCD was 
unhelpful/ maintaining the symptom, or would not be beneficial to their partner, but 
accommodating the OCD anyway.
Participants discussed knowingly accommodating because they wanted to get through an 
evening or not have to challenge OCD:
Jeff: 34.23- 34.35 "I did all sorts o f stupid s tu ff like that and I knew I was 
doing it  but I just had to do it  just to get through New Years Eve just to 
have a decent night you know cos I know she'd go right ok fo r a bit... but 
just fo r that night jus t to have a decent night I accommodated it, I drew 
her diagrams and everything, I could see myself doing it  and thinking 'I'm  
not helping' but it  was just fo r  me, just fo r  tonight just so I can sit and 
enjoy New Year's Eve, you know accommodate it  and get her over this 
and I 'll deal with the fa ll-out tomorrow... and sometimes that's a conflict 
that comes in now that I know I shouldn't accommodate her like I can't 
be arsed with this today I don't feel up to it  I might just accommodate 
just to get through today"
Participants also talked about knowingly accommodating in order to avoid arguments:
Michael: 38.2-38.6 "I probably say the majority o f the time I have just 
reassured her anyway, just because I don't want to go down another 
argument in fron t o f *child* and that, but i f  I don't reassure her, she 
does get aggressive"
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Michael:13.6-13.12 "I just do it  because I don't want to get into an 
argument, but then also I know from  what we've read and what the 
doctors have said and all that you shouldn't go through all the reassuring 
all the time so I try and do that but I do feel there isn't an option, as I say 
she gets all aggressive and angry"
4.12 Anger/Aggression/ Conflict
Participants seemed to be in the difficult position of experiencing anger about their 
situation but feeling unable to 'blame' their partner as they very much felt it was not their 
fault that they had OCD:
Natalie: 31.5-31.8 "i feel let down and angry but then at the same time I 
feel 'oh it's not his fa u lt ' and he needs to have time to see his 
psychologist and things like that which he couldn't do I he was working 
fu lltim e  so..."
Participants also highlighted their own anger and irritation at their partner's OCD 
symptoms:
Claire: 7.39-7.40 "we'd go round in circles in stupid arguments you 
know... obviously he's got a very bad temper with it."
Claire: 19.6-19.13 "then we'll have a row about it  and... you know he 
always wants to spend all weekend here but I can't do i t  because it's 
awful... it's a war zone because I can't sit and relax because every two 
minutes * mimics a spray can* the spray or... we've got a whole cupboard 
fu ll o f cleaning products he keeps buying them every room I go into 
they'll be sitting everywhere and now they really bloody annoy me"
It was noticeable that some partners would express a great deal o f anger about their 
situation, and would indirectly report a lot o f negative feelings towards their partner, but 
when asked directly whether they felt angry towards their partner they often seemed 
shocked and reported that they were not angry with their partner.
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Jeff: 29.5-29.6 "sometimes I am really pissed o ff that she's the way she is 
when she's being so obsessionai.. . "
Jeff:35.8-35.11 "anger is the last thing really that I would feel (yeah) I 
couldn't possibly feel cross with her fo r  the way she is"
It was noticeable when interviewing participants that I fe lt a strong sense of anger towards 
their partners with the diagnosis, despite having never met them. As I have worked 
clinically with many people with OCD and have never experienced these feelings before, 
and they are not fitting with my character, it is my belief that I was directly experiencing the 
transference o f participant's emotions. This idea will be further examined in the discussion 
section.
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